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The Committee on Legislative Research is a permanent joint 
committee of the Missouri General Assembly. It has three main 
functions: 


1. Provide a legislative library and reference service. 
2. Provide a research service for members of the legislature. 
3. Provide a bill drafting service for members of the legislature. 


This report, which is one of several on which the Research Staff 
of the Committee is at work, is intended to be a factual source of informa- 
tion with regard to a problem which may be placed before the General 
Assembly in the near future. 


This report does not contain recommendations. 


The Committee will cause similar research studies of legislative 
problems to be made upon the written request of any member of the 
General Assembly, to the extent that the size of its research staff permits. 


All publications of the Committee are available to any citizen of 
Missouri interested in the particular subjects considered. 
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1. Mental Illness 


The cost of mental illness, measured by the expense of care and treat- 
ment and the loss of earning power, is staggering. It is estimated that 
it costs the United States $750 million dollars annually and that the 
trend is steadily upward. And this does not count the social loss— 
one which cannot be adequately measured—the disruption of homes and 
families and the misery endured both by the patient and his relatives. 


The current administrative comment that ‘‘there is not enough 
of anything but patients’ in mental hospitals throughout the country, 
rests almost unchallenged at the moment. Overstrained as the statement 
may be, it has enough basis in fact to warrant serious attention. The 
increased population of these institutions, particularly in the last twenty 
years, has made the complaint more than a mere alarm of hospital 
administrators. 


In considering the problems involved it ought to be helpful first of 
all to examine the changing concepts of mental illness both from the pro- 
fessional and lay points of view, and to inquire briefly into the nature of 
mental illness itself. In so doing, the purpose is not to add to the body 
of knowledge on these subjects but to recognize that some acquaintance 
with these two elements is essential to a reasonable understanding of the 
total picture. 


No suffering with which mankind has been afflicted has a more sordid 
history. From the ancient concéit that the mentally disturbed were 
“‘possessed with devils’’ through tedious centuries these uufortunates 
have been either seared by hatred or damned with derision. They have 
been chained, chastised and forgotten. As a matter of fact, it was only 
at the beginning of the twentieth century that the day of the ‘‘lunatic 
asylum,” with all the ugly implications of the name, passed from the 
American scene. These were the days when confinement was almost the 
only function of the ‘‘asylum.’”’ None but the seriousi, Jis.urbed was 
admitted. Society had to be protected. During the greater part of the 
nineteenth century, treatment consisted principally of blood-letting, 
emetics, purgatives, forcible restraint and, on occasion, corporal punish- 
ment. As to the restoration of their patients to society, physicians too 
often seemed pessimistic or indifferent. 


Slowly but certainly during the past fifty years the attitude of the 
medical profession has changed. It is now accepted that early and 
adequate treatment of the mentally disturbed is no less effective than 
comparable treatment of the physically ill. A study of the causes and 
nature of mental illness has occupied the time and thought of eminent, 
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humanitarian men and women. New therapies have been devised 
through experiment and research. Psychiatrists and hospital adminis- 
trators are making honest efforts to transform their institutions from 
mere confinement and custodial centers into medical and psychiatric 
hospitals for diagnosis, treatment and rehabilitation. 


If the modern attitude of the medical profession has reached the 
present state by slow degrees, the lay concept has faltered even more. 
In fact, there are still to be found segments of the population which 
cling to three once popular but misconceived ideas about mental illness: 
that there is something disgraceful about it, that jt is incurable, and that 
it strikes only those who are inherently weak. In the last quarter century 
or more there has arisen a new interest in the human mind and per- 
sonality. What has occasioned this may be uncertain but it is surely true 
that this new interest exists and that many books on psychology and 
related subjects have been written for the lay reader which have been 
high on the list of best sellers. The result has been a slowly changing 
attitude toward the whole problem. The public is gradually coming 
to accept the general propositions that mental illness is no more disgraceful 
than physical illness, that it is not necessarily incurable and that, like 
lightning, it may strike in the most unexpected places. 


If this new attitude has been beneficial to the afflicted, it has surely 
posed new problems for the administrators of mental hospitals and the 
public officials on whom rests the responsibility for their operation and 
maintenance. Some hope of recovery can now be extended to many 
patients and as a result there has been an increased willingness for 
persons to seek treatment in mental hospitals. In addition, because 
of the long duration of the average illness and the expense involved, the 
care and treatment of such cases in private hospitals are beyond the 
budgets of many_of our people. The result is a strain on our hospital 
‘facilities and a constant lag between capacity and fatient population. 
The institutional care of mental patients therefore has become a major 
problem of the nation. There is evidence to support the view that the 
problemg cannot be completely solved by the construction of more build- 
ings, but that an attack must be made on all fronts if the enormous eco- 
nomic and social losses of this most tragic illness are to be minimized. 


TYPES OF MENTAL ILLNESS 


At the risk of oversimplification it may be said that there are two 
broad classifications in which all mental illness can be grouped. The 
first of these is called organic and includes those mental afflictions in 
which the underlying cause is the deterioration of some organ of the 
body either through disease or severe injury. In this group are the mental 
ailments of the aged in which there is a gradual impairment of the organs 
and tissues of the body. 
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The second is termed functional and is applied to those mental dis- 
eases in which there is.no apparent physical cause. Psychiatrists gen- 
erally agree that functional mental illness is environmental in nature and 
is the result of the tensions and strains of everyday living combined with 
an inability on the part of the individual to withstand them. This 
type of disease is illustrated by the collapse which sometimes follows 
severe emotional shock such as the death of a close relative or a financial 
reverse. 


Mental diseases may also be classified by the intensity of the illness. 
Mental aberrations are only a matter of the degree of variation from the 
so-called normal. Each one of us is troubled more or less regularly by 
fears, anxieties and worries. Each one of us has his own idiosyncrasies, 
but it is only when these aspects of the personality become extravagant 
that a person is said to be mentally ill. The term psychoneurosis or 
neurcsis is applied to those mental diseases in which the individual 
may be maladjusted but does not lose contact with the world of reality. 
In contrast to the psychoneurotic, the psychotic individual becomes com- 
pletely disorganized and unable to carry on the activities of normal 
living. When the mental alienation has reached this state the person is 
said to have a psychosis. Because the psychotic usually requires hospi- 
talization, it is this type of person with which this report is primarily con- 
cerned. A psychosis may be either organic or functional. 


While this report is written for the use of the lay reader and the use 
of technical words is avoided whenever possible, it is necessary to define 
a few such terms. 


There are approximately twenty mental derangements which are 
classified as psychoses and four or five of the relatively mild ailments 
which are typed as psychoneuroses.. As used in this report, the following 
terms mean: (1) senile psychosis or psychosis of the aged, a mental 
illness common in aged persons whose organs and tissues have deteri- 
orated; (2) neurosyphilis or syphilis of the central nervous system, an 
organic disorder due to damage to the brain and nerves in the later stage 
of syphilis; (3) manic detressive psychosis a mental illness characterized 
by extreme shifts of mood from elation to depression; (4) dementia 
praecox or schizophrenia, a severe mental illness characterized prin- 
cipally by a tendency on the part of the patient to cut himself off from the 
world of reality and substitute a world of fantasy created by his imag- 
ination. 
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MENTAL HOSPITAL POPULATION 


It has already been pointed out in general terms that the population 
of mental institutions in the United States has increased rapidly in recent 
years. One measure of the incidence of mental illness is the number of 
persons admitted annually for the first time to mental hospitals. First 
admissions to all mental hospitals in the United States have increased 
from 101,000 in 1935 to 142,000 in 1945 (Table 1). This is an increase 
of over forty per cent. During the same period first admissions to tax- 
supported mental hospitals increased eighteen per cent. 


TABLE 1 
FIRST ADMISSIONS TO MENTAL HOSPITALS 


UNITED STATES AND MISSOURI 
1935 to 1945 


All United States Four Missouri 


Year mental hospitals state hospitals 
WRG eee er. one oe wore ks 141,718 1535 
PE eae reco cee ye OR eg IP OR acc RR ee 118,402 1443 
OR pear te eek ety ces cores 2 oer aw aa ee ney s eb ets 113,181 1874 
CLL JARS ose ae ae hen arene Wr ae a pun tone ee eae ten Nat 110,773 1985 
MOS W oe a i eel cua Atos deen at aa A deo 110,082 1848 


1 OBS Aone ode are ee Peet pu e ag cis. 101,462 1691 


Source: United States Department of Commerce, Bureau of the Census, Patients 
in Mental Institulions, 1944, 1945; Biennial Reports of the Board of Managers of the State 
Eleemosynary Institutions, 1935 to 1944; First Biennial Report of the Division of Mental 
Diseases, 1945-1946; compiled by the staff of the Committee on Legislative Research. 


Another alarming trend is seen in the mental patients that have 
accumulated in institutions in the twenty-year-period from 1925 to’ 1945. 
The population of state mental hospitals in the United States has jumped 
from 246,000 in 1925 to 438,000 in 1945 (Table 2). This is an increase 
of seventy-eight per cent, while the general population of the United 
States increased only twenty-one per cent. 
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TABLE 2 
PATIENTS IN STATE MENTAL HOSPITALS AT THE END OF EACH YEAR 


UNITED STATES AND MISSOURI 
1925 TO 1945 


All State Four Missouri 
Year mental hospitals — state hospitals 
Rs UG es a een eh ee Sie 438, 864 9036 
ne EIS Te gee eg a 410,427 9052 
Rae re tiated rhs Geka ese ee: 353,305 7409 
a he ee, Cy ei waders WKS 292,284 6672 
a, A a a ge ee a ea S58 246,486 5648 


Source: United States Department of Commerce, Bureau of the Census, Patients 
in Mental Institutions, 1939, 1944, 1945; Biennial Reports of the Board of Managers of 
the State Eleemosynary Institutions, 1925, 1930, 1935, 1940; First Biennial Report of the 
Division of Mental Diseases, 1945-1946; compiled by the staff of the Committee on 
Legislative Research. 


As the understanding of mental illness has changed, the newer 
function of treatment and cure has assumed greater significance. The 
problem now is to insure that public mental hospitals will continue their 
advances as active treatment centers. 
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li. Treatment in Missouri State Hospitals 


In 1847, twenty-six years after her admission to the Union, Missouri 
made the first provision for the state care of her mentally deranged citi- 
zens by authorizing an ‘‘asylum for the insane’’ at Fulton. When this 
asylum opened its doors four years later, it became the first state in- 
stitution west of the Mississippi River to provide shelter for the insane. 
In her subsequent history, Missouri established three additional sanc- 
tuaries for victims of mental disease. In 1876 the first patient was ad- 
mitted to a new asylum at St. Joseph. The institution in Nevada 
opened in 1887, and the one at Farmington in 1903. Only in this latter 
year was the designation ‘‘state hospital’ adopted to replace the earlier 
label, ‘‘asylum for the insane.” 


The present appreciation of the nature of mental illness has been 
accompanied by a new approach to the methods of its treatment. When 
the mentally deranged were thought to be incurable, the favorite therapy 
was a roof, a bed and three meals a day; but now that these persons are 
known to benefit from recently-developed medical techniques, the use 
of every known method of treatment becomes their proper due. It 
was not until the 1920’s that these new therapies became a significant 
part of the programs in Missouri state hospitals. 


ACTIVE TREATMENT PROGRAMS 


Shadows of the old asylums are still to be found in the present 
day mental hospital. They lurk on wards where men and women sit 
bent in apathy day after day. Records reveal present patients admitted 
as early as 1896. Although for some patients the mental hospital is a 
place of treatment and rehabilitation, for others it remains an asylum— 
a place where thousands of lives complete their orbits in a sterile routine 
of sitting, eating and sleeping. Here are housed patients admitted before 
the day of shock therapy. Here are housed those not benefited by the 
most modern techniques. To them ‘is applied the label ‘‘chronic.”’ 
To them is given the. treatment called ‘‘continued care,’’ the mere preser- 
vation of life. These.are the custodial patients that comprise ninety- 
five per cent of mental hospital populations. The other five per cent 
are ‘‘acute patients’’—the ones recently admitted. For them there is 
greater hope. The earlier the treatment is applied, the better are the 
chances for improvement. On this principle is founded the active treat- 
ment program. 


New patients are treated in one building isolated from the rest of 
the hospital. Here they receive the maximum the hospital has to offer 
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in the way of special therapies. If they improve, they are sent home. 
If they do not improve, they are transferred to the so-called ‘“‘back wards,” 
the realm of continued care. 


The new clinic buildings, finished around 1938, house the active 
treatment programs in the four Missouri. state hospitals. Here one 
physician takes responsibility for the intensive treatment of all aew 
patients. He has between 95 and 115 under his care. At only one 
hospital is a doctor trained in psychiatry in charge of the clinic building: 
Another is under a general physician with some experience in mental 
hospitals. At still another, a specialist in internal medicine, with recent 
experience in psychiatry, is in charge. The active treatment program 
at one hospital suffers by having no psychiatrist on full-time duty in the 
clinic building. 


It is important to keep in mind that of all patients in Missouri 
state hospitals, only 5.4 per cent receive active treatment (Table 3). 


TABLE 3 
PATIENTS RECEIVING ACTIVE TREATMENT 


MISSOURI STATE HOSPITALS 
JUNE, 1948 


Patients Per cent 

Average receiving receiving 
daily active active 

population treatment treatment 


MRCUE eee > ew eet oe 2564 180 


70 

Seman ee ee SS. 2484 109 4.4 
We CHR A rc i nes access re Pee o etek 2068 94 4.5 
(SRE Ss Deg IIE a ere ree Pera eae cee 1857 102 5.5 
SUE La SER ai oa a 8973 485 5.4 


Source: Compiled by the staff of the Committee on Legislative Research. 


PSYCHOTHERAPY 


Psychotherapy has for its basis the theory that functional: mental. 
illness finds its source in an emotional conflict. not properly resolved. 
The treatment is really nothing more than a skillfully directed conversa- 
tion between the psychiatrist and the patient through which this conflict 
may be brought into the open. 


The use of psychotherapy in Missouri ranges between the extremes 
of an intensive program in one hospital to a total lack in another. The 
shortage of personnel and the press of other duties are given by super- 
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intendents as the reasons for the inability to pursue adequately this 
form of therapy. The interview in connection with the admission of a 
new patient is, in many cases, the only formal psychotherapy admin- 
istered. Doctors are so busy giving mental and physical examinations, 
supervising other therapies, and writing up patient histories, that there 
is little time left for this treatment which requires at least a half hour for 
each patient. All new patients do receive some psychotherapy consisting 
of informal questions and answers at the time the doctors make their 
rounds of the wards. 


The psychiatrist in the clinic building at Fulton expressed a wish 
to devote eighty per cent of his time to psychotherapy, while actually 
he can afford only twenty per cent. This psychiatrist explained that he 
mantained contact with all his patients through casual conversations 
on the ward, and that he fitted in more formal interviews in his office as 
the time was available. 


The clinic building at St. Joseph state hospital is staffed by one 
physician and one clinical psychologist. Devoting his full time.to psycho- 
therapy, the clinical psychologist is able to cover the majority of the 
110 patients in the building. The plan for treatment is to start all new 
patients on psychotherapy. Those that are too repressed to talk are 
given electric shock treatments in an attempt to get them ih a condition 
to benefit from psychotherapy. 


In contrast, the Nevada hospital is so understaffed that the super- 
intendent readily admits that there is no time for psychotherapy. The 
patients in the clinic building are cared for by two doctors, one assigned 
to 680 continued-care patients and another to 760. Because these 
two doctors are so burdened with the routine work in connection with 
the newly admitted patients and the tedious correspondence in con- 
nection with their custodial patients, they are able to maintain only a 
minimum of contact with the acutely ill patients in the clinic building. 


At Farmington, one physician is responsible for 100 patients in the 
clinic building. Although he spends most of his time giving special ther- 
apies and admitting new patients, he is able to fit in some psychotherapy. 


As with other forms of treatment, the use of psychotherapy is in 
direct proportion to the available personnel. It is notable that the 
most psychotherapy is given at that hospital which has two staff members 
assigned to the clinic building, and that the least is given where there is 
no psychiatrist permanently assigned to such building. 
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GROUP PSYCHOTHERAPY 


Group psychotherapy is a discussion in which five to ten persons 
participate under the guidance of a psychiatrist. Only the hospital at 
Farmington claimed to make use of this treatment. No established pro- 
gram for the therapy exists, but occasionally the superintendent and a 
physician go to a ward in the evening and start a group discussion. 


The clinical psychologist at St. Joseph explained that group psycho- 
therapy had not yet been attempted there because of the attendants. 
They rule the wards with iron hands. Peace and quiet is the order of 
the day. Talking is discouraged. Patients are forbidden to have ‘“‘bull 
sessions,’ thus the natural aftermaths of a session of group psycho- 
therapy are prevented. 


“It would be highly inconsistent to encourage patients to par- 
ticipate in an hour of discussion of personal problems, and at the end of 
the hour expect them to dismiss entirely further discussion with the de- 
parture of the therapist,’’ he asserted. Therefore, the use of group 
psychotherapy in Missouri hospitals awaits the acquisition of attendants 
trained in the treatment of mental patients. 


ELECTRIC SHOCK THERAPY 


Electric shock therapy is the most widely used form of treatment in 
Missouri state hospitals. This comparatively new tool in the psychi- 
atrist’s work kit has, to a considerable extent, replaced other forms of 
therapy. In the treatment a carefully regulated electric current is 
passed instantaneously through the brain causing a convulsion similar 
to that produced by epilepsy. After the treatment, most cases seem to 
be noticeably clearer in their thinking and less troubled by delusions 
and depressions. Each patient absorbs less than five minutes of the 
practitioners’ time and it is possible to treat as many as fifty patients in 
one morning. The number of electric shock treatments given each week 
ranged between 180 at one hospital to 30 at another. 


At Fulton, the doctor in charge of the clinic building treats an 
average of fifteen men and thirty-five women twice a week. He deplored 
the fact that he is not acquainted with the background of each person 
treated because of a lack of psychiatric social work. The psychiatrist 
further pointed out the lack of a serious attitude on the part of the 
assisting attendants. Three other doctors at this hospital also give elec- 
tric shock therapy; one treats an average of ten colored men, another ten 
colored women, and the third five men in the building for the criminal 
insane. 


At St. Joseph, eleétric shock therapy is given only in the clinic 
building. One doctor treats about ten men and twenty women per 
week. 
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Mentally ill men at Nevada are not given electric shock therapy. 
At the same time the one electric shock machine is being used to treat 
women patients, the men are given metrazol. About fifteen women re- 
ceive electric shock therapy twice a week. 


At Farmington, ten men and twenty-five women receive electric 
shock therapy three times a week. In addition, fifteen disturbed or 
violent patients are given the treatment three times weekly, chiefly as 
a sedative. 


It is not unusual, because of the shortage of personnel, for patients 
to assist in the application of electric shock therapy in the state hospitals. 
At one, a patient was assigned the task of holding the electrodes; 
at others, patients helped attendants hold the recipient of the shock 
during his convulsion. 


Whereas at Fulton and St. Joseph the treatment apparently was 
administered with a high degree of professional concern, at the other two 
hospitals it was applied with what seemed an assembly-line precision 
and speed. Anyone watching the rapid application of electric shocks 
to patient after patient might get the impression that as more and 
more are treated it may become increasingly easy for doctors to detach 
themselves from personal contact with those receiving the treatment. 
When applied on a mass production scale, the treatment can give the 
impression of being aimed at simply producing a convulsion in each 
patient and sending him on his way. When staffs are so inadequate 
that a psychiatrist lacks the time to maintain contact with the patients 
he treats, he becomes merely a person who presses a switch. Instead of 
being able to follow up the shock treatment with psychotherapy, he is 
forced to rely largely upon attendants to keep him posted ‘as to the 
patient’s response. 


INSULIN THERAPY 


In insulin therapy increasing amounts of the drug are given daily 
until a marked deficiency of sugar in the blood produces a coma. Insulin 
therapy is used chiefly in cases of schizophrenia, and, since the treatment 
builds up an appetite, it is sometimes given to those who will not eat. 


This treatment is used at only one hospital. At Farmington an 
average of ten men and fifteen women receive insulin six times weekly. 
The treatments are given in the clinic building, on the men’s side by 
a medical student and on the women’s side by a practical nurse. At the 
time insulin therapy is in progress the psychiatrist is elsewhere giving 
electric shock therapy. At no other hospital does this treatment make 
up part of the therapeutic program in the clinic building. 
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PREFRONTAL LOBOTOMY 


One of the newer techniques in the treatment of mental illness is 
the prefrontal lobotomy. This operation isolates the frontal lobes from 
the remainder of the brain by cutting the connecting fibers. The pur- 
pose is to cut off the seat of the emotions from the thinking center of the 
brain. Because the paths of mental activity have been severed, the 
patient becomes completely disorganized after the operation. He 
must be reeducated to train new pathways of activity as replacements 
for the ones eliminated. When the operation is beneficial; the patient 
will lose his confusion in about two weeks and will be able to relearn 
normal habits of living. When the operation is not beneficial, the 
patient's mental status is not improved or it becomes progressively 
worse. The death rate in the operation is about four per cent. 


Prefrontal lobotomies are not being performed in the Missouri 
state hospitals at present. The operation requires a skilled brain sur- 
geon, and there is none in the state hospitals. Nor are there provisions 
under which surgeons could be called in to perform the operation and 
be paid by the state. 


In the past years lobotomies have been performed at two of the 
hospitals. A psychiatrist at Farmington, after receiving special train- 
ing, operated on 207 patients between 1939 and 1941. Later, being 
transferred to St. Joseph, he performed 16 of the operations in 1943. 
Since the departure of this doctor from the state service, no lobotomies 
have been performed. 


METRAZOL THERAPY 


Metrazol is a drug normally used to stimulate breathing. When 
applied in large doses, it produces a convulsion. Since a metrazol 
convulsion is more violent than one produced by electricity, this treat- 
ment has to a great extent been replaced by electric shock therapy. 


Nevada alone continues to use metrazol as a therapeutic measure. 
While women patients in the clinic are treated with either electric or 
metrazol shock therapy, acutely ill men are given metrazol exclusively. 


“You'd better. behave or the doctor will put you on metrazol,”’ 
might be the advice of an attendant at Farmington. According to the 
superintendent, this hospital uses metrazol to “teach combative and 
mean patients self-control.” It was explained that patients have a 
tear of the treatment because of the momentary depression of breathing 
just before they lapse into unconsciousness as the convulsion begins. 
As a result, the, hospital has found that patients will ‘‘toe the line’ 
rather than submit to a metrazol treatment. A few disturbed custodial 
patients receive metrazol each week. 
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FEVER THERAPY 


Holding a drinking straw to the mouth of a head protruding from 
a long metallic box, the fever therapist thus permitted a patient to replace 
the water that was rolling off his body inside the fever cabinet. This 
event is to be seen six days a week at the three hospitals which apply 
fever therapy by means of inductotherm cabinets. When those suffering 
from neurosyphilis are given high fevers for prolonged periods, the 
course of the disease is arrested. The treatment only prevents further 
deterioration—it cannot repair damage already done. High fevers may 
be induced either by electromagnetic currents or by the germs of malaria. 


At the time the hospitals were visited, eight patients were receiving 
fever therapy at Fulton, seven at Nevada, and twelve at Farmington. 
At St. Joseph the malaria form of fever therapy is used. Eight or ten 
high fevers and chills are produced over a period of three weeks. Five 
patients were under treatment at the time of the visit. 


HYDROTHERAPY 


Hydrotherapy does not attempt to change a person’s mental status. 
The treatment is designed to calm those who are over-active, excited or 
restless by means of the soothing motion of water. 


In the course of the visits to the four state hospitals, it was found 
that two are not using hydrotherapy at all, and the other two make only 
limited use of it. In the clinic building at Fulton, one trained hydro- 
therapist and one attendant were engaged in treating the acutely ill 
patients by-means of flow tubs and wet packs. By prescribing this 
treatment each day, the doctor in charge attempts to make hydrotherapy 
an integral part of his therapeutic program. At St. Joseph, hydrotherapy 
was not being used at the time of the visit because the one person who 
had been giving the treatment was being used to fill in as a ward at- 
tendant. At Nevada, two attendants were serving as hydrotherapists, 
carrying out doctor’s prescriptions for flow tubs and wet packs in the 
clinicsbuilding. Hydrotherapy has not been used for a number of years 
at Farmington. Although the superintendent declared that the treat- 
ment would be used if there were the necessary personnel, a staff physician 
expressed the opinion that electric shock therapy replaced the need for 
hydrotherapy. It is the custom at this hospital to give electric shock 
therapy as a sedative measure to approximately fifteen agitated patients 
three times weekly. Hydrotherapy is used to a small degree on this 
type of patient at the Fulton and Nevada hospitals. | 
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RECREATIONAL THERAPY 


A chorus of ninety voices sounds across the sweeping green lawns 
of the Fulton state hospital on Wednesday afternoons. These old, 
familiar songs issuing from the clinic building perhaps fan the fading 
embers of happier memories in the minds of those sitting listlessly on 
custodial wards. Perhaps this community sing will contribute to the 
adjustment of some of the newly admitted patients. Perhaps a few 
more will be saved from the fate of sitting out their lives on a hospital 
ward. This at least is the hope of the psychiatrist who enlisted the sup- 
port of a pianist and a choir director in Fulton to conduct these weekly 
sessions. After an afternoon of singing led by a woman able to arouse a 
little laughter, after the added treat of doughnuts and fruit juice, perhaps 
life seems a little less oppressive to these people with sick emotions. 
Perhaps throughts of home begin to gain dominance over thoughts of self. 


Further doubling as a recreational therapist, this same psychiatrist 
has organized a schedule of sports for the patients in the clinic building 
at Fulton. However, these morning and afternoon sessions of volleyball 
and softball for about forty women and twenty-five men would collapse 
if the attendants were not continually prodded. As it is, they prefer 
to sit idly on the sidelines letting the patients putter around, instead of 
entering in and contributing to the spirit of the games. At least an 
attempt is being made at this hospital, without the aid of a trained 
recreational therapist, to enmesh the cog of recreational therapy into the 
complicated machine of treatment. 


The therapeutic use of recreation is also found at Nevada. Here 
a recreational therapist and her assistant devote their tjme to approxi- 
mately forty patients a day. They work only with women patients— 
some from custodial wards in the mornings, and those from the clinic 
building in the afternoons. The program includes basketball, volleyball, 
ping-pong and ballroom dancing in the gymnasium, and walks and 
softball out of doors. By devoting each session to twenty women, the 
two therapists attain a high degree of personal contact with every 
patient. With more trained therapists and assistants this treatment 
could be extended to include men. 


LR * * 


Just as the cowboys set out at a fast gallop across the plains, the 
screen flashes white, the lights in the auditorium come on, and the 
assembled patients wait for the next reel to begin on the single pro- 
jector. In spite of these interruptions, the weekly movie is a popular 
attraction at the state hospitals. On ‘‘movie day’’ there is an afternoon 
showing for the ward patients and an evening showing for the working 
patients. Not all patients are able to attend these movies; the total 
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number sceing each movie is approximately 750 at Fulton, 500 at St. 
Joseph, 600 at Nevada, and 650 at Farmington. Since no funds are 
appropriated for recreation at the state hospitals, all films shown are 
rented out of the proceeds of the hospital canteen. Movies are not 
shown at three hospitals during July and August because of the heat in 
the auditorium. Nevada, however, has an outdoor screen. 


Three afternoons a week the recreational therapist loads a sixteen 
millimeter projector and a portable screen on a cart and wheels it into 
each ward of the infirmary building at Nevada. Here are housed 520 
senile and deteriorated patients who never leave the building. Many 
are confined to their beds. Seeing a full length picture once a week 
is the only break in the routine of hospital living for these patients. 
Although each hospital owns one of these portable projectors, only at 
Nevada is it used for the benefit of the patients. 


The women patients sit on one side; the men on the other. As 
the music starts, two lines form and march around each side to converge 
in the middle of the large auditorium. Every Tuesday evening this 
promenade opens the patients’ dance at the Fulton state hospital. After 
the juke box has played two recordings, the white patients sit down and 
the colored men and women choose partners. Their dancing —possibly 
a little livelier—lasts for two more recordings and they sit down, and 
so it goes for an hour and a half of recreation that the patients seem to 
appreciate greatly. Of course, not everybody can participate. Although 
the hospital population is 2500, only 300 enjoy this weekly event. About 
400 are attracted to the patients’ dance at Nevada, the only other 
hospital offering this form of recreation. 


Radios can be found on practically every ward at Nevada and 
Farmington. However, in some cases the radios seemed to be more for 
the benefit of the attendants than the patients. It was not unusual 
to come across wards in which the attendant was listening to the radio 
in a side room \hile the patients sat listlessly in the long narrow dayroom. 
At Fulton a central public address system broadcasts recordings, radio 
programs, or special skits to all wards. 


The Red Cross Gray Ladies play games such as bingo and word 
quizzes with some of the patients at St. Joseph. These games offer 
diversion to the patients, but they are not coordinated with the active 
treatment program. 


The organization of games on hospital wards to rclieve the monotony 
of the day-to-day existence is not known in Missouri state hospitals, 
Although several were observed plaving cards with patients, attendants 
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in Missouri have not grasped the idea that by organizing games on 
their wards they may contribute to the well-being of their charges. 
There are checker boards, jigsaw puzzles, books and magazines on most 
wards, more in some hospitals than in others, but any games played 
arise more out of the initiative of the patients than that of the attendants. 
The sight of patients playing checkers or cards was the exception rather 
than the rule. 


OCCUPATIONAL THERAPY 


Sitting idly on the hospital ward, Mrs. X incessantly scratched her 
head. Since this produced sores, her hands had to be restrained. Then 
one day relatives brought her some quilting material. From that 
point on she spent her time piecing a quilt. Now she had a better job 
than scratching her head. Mrs. X is a patient at the Nevada hospital, 
where the only occupational therapy is the sewing and crocheting done 
by some of the women patients as they sit on the wards. The materials 
are supplied by relatives or attendants. 


Although it gives patients something to do, this alone is not the aim 
of occupational therapy. The treatment is directed specifically at im- 
proving mental conditions by creating external interests and rebuilding 
self-confidence. This means occupational therapists and psychiatrists 
must work together so that the program is patient-centered, not work- 
centered. 


It is a woman’s world when it comes to occupational therapy at 
the two hospitals offering such programs. About twenty women each 
day tear scraps of cloth and braid rag rugs in the clinic building at Fulton. 
An equal number of acutely ill women sew decorative patterns on 
towels and pillow slips at Farmington. In both cases the patients 
are supervised by a woman untrained in occupational therapy. 


Every day the red brick walls grow higher. Soon a roof will cover 
the new building alongside the psychiatric clinic at Fulton. Within 
the walls of this occupational therapy building in the not too distant 
future various groups of patients will gather in the different wings and 
cubicles. Some will weave baskets, others will make pottery, weave 
rugs, repair shoes, or work in the carpentry and mattress shops. The 
building will also house a library for patients. The superintendent 
plans to hire two occupational therapists and one assistant to put into 
effect the program this building will make possible. Money has been 
appropriated for similar occupational therapy buildings at each of the 
other three hospitals. 
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INDUSTRIAL THERAPY 


“Patient labor is not as good as it used to be,” lamented the farm 
supervisor at one hospital and the chief engineer at another. With 
the vounger patients being sent home in increasing numbers in recent 
years, those available for hoeing weeds and shoveling coal become older 
and feebler each year. The use of work arising out of the hospital 
operation is generally referred to as industrial therapy. 


The hospitals exist for the patients, but the patients also exist for 
the hospitals. In the kitchens they peel potatoes, clean vegetables, and 
wash dishes, pots and pans. In the dining rooms they serve food, scrub 
tables and mop floors. On the farm they plant tomatoes, pull radishes 
and dig potatoes. In the dairy they fill feed bins, clean stalls and milk 
cows. In the laundry they wash, dry and iron sheets and clothing. 
In the powerhouse they unload coal cars and haul cinders. In short, 
there is no task of manual labor too lofty or too low to which the patients 
are not assigned. 


Where does this work cease being therapeutic and become sheer 
drudgery? It depends on how long the patients stay at it. When, for 
example, the psychiatrist at the Fulton clinic sends one of his patients 
to work in the supply room for several weeks to prepare him for a return 
to his own small store, the work is therapeutic. But when custodial 
patients at all hospitals are used day after day, year after year, to shovel 
coal into wheelbarrows, it is charitable to call the work industrial therapy. 


Seven days a week, three hundred sixty-five days a year. There 
are no days off for the kitchen and dining-room crews at the state hos- 
pitals. Their reward is a little extra food. In contrast to inmates 
of the state penitentiary, patients in state hospitals receive no remunera- 
tion for their work. With few exceptions, industrial therapy in Missouri 
state hospitals cannot be considered therapeutic. 


TREATMENT OF CUSTODIAL PATIENTS 


At Nevada, in a dormitory where patients had been given electric 
shock therapy, there was one woman who appeared usually alert and well. 
The doctor explained that she had been on a back ward for a number of 
years and had recently begun to sink lower and lower into a deep de- 
pression. Placed in the clinic building for active treatment, she was 
responding well to electric shock therapy. She was beginning to take 
pride in her personal appearance and, for the first time in years, had 
asked about her husband and children. 


Here is the case of a woman on a continued-care ward who had 
been helped by treatment. How many more are there like her? Why 
cannot all custodial patients be given similar treatment? The answer 
is simple. When a doctor is responsible for as many as 600 patients, he 
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has neither the time nor the energy to apply special therapy. Out of the 
mass of patients requiring his attention, only the exceptionally violent or 
deeply depressed come into his view. Those who sit peacefully in their 
rockers will continue to rock. 


When a doctor assigned to continued-care wards makes his daily 
rounds, he asks the attendant in charge of each ward if everything is 
all right and goes on his way. He could spend all morning in one ward, 
but he has between ten and twenty others to cover. As a result, only 
physical ailments get attention. 


Questioned as to the number of patients on his wards under treat- 
ment for mental illness, one doctor replied that there was none because 
all were deteriorated to a point where active treatment would be in- 
effective. Doctors on custodial wards are not alone in this attitude 
of hopelessness. Some attendants regard their duties as being similar 
in nature to those of prison guards. 


At every hospital a few custodial patients receive active treat- 
ment—two here, three there. These are the patients whose mental: 
defections have taken a serious turn for the worse. The treatment of 
continued-care patients is a very small-scale operation in Missouri. 


TREATMENT OF COLORED PATIENTS 


The mentally ill Negro admitted to the St. Joseph hospital receives 
the same treatment given those who have been in the hospital five, ten 
and twenty years. There are.receiving wards for colored men and women 
at this hospital but they are located in buildings housing custodial 
colored patients. As of June 1948, the doctor assigned to colored men 
had a total patient load of 310, white and colored, while the one respon- 
sible for colored women cared for a total of 857. Shock therapy and 
psychotherapy are carried on only in the clinic building, where there are © 
no Negro patients. Nor are these two therapies taken to the colored 
patients. 


The situation is somewhat different at Fulton, the only other hospital 
admitting colored patients. In spite of heavy patient loads, the two 
doctors assigned to colored wards at this hospital make an effort to carry 
electric shock therapy and psychotherapy to Negro patients. Four 
afternoons a week, electric shock treatments are given on colored re-. 
ceiving wards to about twenty patients. The doctors make every effort 
to keep in contact with new patients by means of psychotherapy. One 
of them makes it a point to talk to three patients each day for half an 
hour a day. 

* * * * * 

It cannot be said that victims of mental illness obtain equal treat- 

ment in each of the four state hospitals. Differences in the kind and 
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amount of therapies applied are apparent. Yet this much is certain: 
each hospital wants to be the center of an exhaustive active treatment 
program and hopes for adequate funds and personnel to make such a pro- 
gram effective. 


It should be remembered that none of the therapies here discussed 
is a panacea or universal corrective for the alienated mind. Only the 
artless would believe in such a miracle; and the psychiatrist is nothing 
if not a realist. In fact, the word “cure’’ is almost unknown to his 
vocabulary. There are so many factors which affect the possibilities of a 
“permanent cure’’ that he has become wary of the use of the word. 
Treatment, important as it is, must be considered as only one of these 
factors. 


The disturbed mind might well respond to hospitalization and 
treatment and adjust itself through these agencies to normal patterns; 
and yet this adjustment may be shattered on returning to the same. en- 
vironment which originally caused the disorder. The attitudes of rela- 
tives, neighbors and the community generally may undo in a short time 
what a careful course of therapy has accomplished over a much longer 
period. 


This is not to say, however, that the progress of diagnosis and 
treatment of mental diseases has not been both notable and real. Many 
are those who have been restored to useful citizenship through these 
therapies and the average length of time spent in the hospital is being 
reduced. These methods of treatment stand as valid testimony to the 
fact that medical science has entered the lists against the scourage that 
is mental illness. 
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Ill. Auxiliary Factors in Treatment 


In the preceding chapter the special therapies designed to improve 
mental conditions have been discussed. Yet treatment neither begins 
nor ends with these significant techniques. Hospital functions of 
every variety are knit together to form a fabric of care and treatment 
which covers the patient from the day of his arrival until the date of his 
departure. 


RECEPTION OF THE NEW PATIENT 


While the new patient waits in the lobby of the administration 
building, certain routine matters in connection with his admission take 
place in the. adjoining offices. The hospital superintendent examines 
the admission papers, questions those who accompany the patient and 
assigns him to a doctor. A stenographer fills in an admission form, 
setting down pertinent facts about the person and his illness. She 
examines any clothing that has been brought and certain items such as 
razors and belts are taken away. When an attendant picks up the bundle 
of clothing and sets out with the new patient for the clinic building, 
one phase of the admission procedure has been completed. 


The patient undergoes a definite routine on being received in the 
clinic. In the office of the receiving ward, he comes under the close 
scrutiny of the attendant in charge, who fills in a form, noting the color 
of eyes and hair and the location of any scars or marks, and recording 
height and weight. Next he is bathed, a thorough scrubbing being 
particularly necessary if he has spent the preceding week in a county jail. 
He is then put to bed so that the attendant can record at intervals his 
temperature and pulse for the next twenty-four hours. Ina short time 
his doctor visits him. He prescribes any medication or special handling 
that may be necessary. New patients often require much time and 
attention on the part of the hospital staffs in the period immediately 
after admission, especially if, as often happens, their hospitalization has 
been postponed until violence or attempted suicide has made it im- 
perative. 


The patient is permitted to adjust to his surroundings for three or 
four days before he is fitted into the active treatment program. During 
this time he is immunized against smallpox and typhoid fever and is 
photographed and fingerprinted. 
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THE EXAMINATION OF THE PATIENT: 


Twenty-four hours after his arrival, the patient undergoes a com- 
plete physical and neurological examination. 


Shortly after his admission the patient receives a mental examina- 
tion consisting of questions which are designed to show how he thinks, 
feels and behaves, and to bring out the symptoms of his illness, his 
memory, his general knowledge, and his ability to think. This mental 
examination affords many opportunities for the doctor to probe the 
patient’s mental processes. Yet when doctors are pressed for time, or 
when they have no training or interest in psychiatry, these opportunities 
are passed over, and the examination becomes a barren routine of pre- 
scribed questions and recorded answers. 


Laboratory tests are a part of the routine examination of all ad- 
missions. Each of the four hospitals makes a urinalysis. Three make 
blood tests for syphilis. At Nevada, however, neither of the laboratory 
technicians is qualified to make these serological tests. 


At Fulton and Nevada, small chest X-rays are made of all new 
patients to detect tuberculosis. At the other two hospitals the equip- 
ment necessary for making these four by five inch plates is not used. 
At Farmington there is no X-ray technician, and the laboratory technician 
has time to do only a minimum of X-ray work. St. Joseph, however, 
employs a full-time X-ray technician. 


Because the convulsion produced by electric shock therapy is severe, 
precautions must be taken to prevent spinal fractures, lung collapse, 
heart failure and kidney damage. Consequently, patients selected for 
this treatment receive special examinations. At every hospital except 
Farmington, a-large X-ray plate of the patient’s spine is made to reveel 
any weaknesses that would make the therapy inadvisable. As a further 
precaution, a full-size chest X-ray is made at Fulton to uncover any 
lung damage that would preclude the use of shock therapy. The hospitals 
check for kidney diseases by means of routine urine and blood analyses. 
If a preliminary examination of the patient's heart. indicates possible 
' weakness, an electrocardiogram is made. 


The psychometric examination is another technique for ferreting 
out significant facts about a mentally ill person. The trained psychol- 
ogist has at his command an array of special tests. Some are designed 
to bring out personality traits, others to unearth hidden thoughts, and 
others to disclose intelligence and aptitudes. These tests are valuable 
because they bring to light facts that expedite the patient’s treatment. 
The information obtained is a material aid to the psychiatrist iri forming 
a complete picture of the case. Although psychometric tests are used in 

the mental hospitals of many states, they are not administered in Mis- 
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souri state hospitals. The employment of psychologists to administer 
these tests is still an unattained objective. 


DIAGNOSIS 


“And when was the last time President Roosevelt called you on the 
telephone?”’, the superintendent asked the patient at the other end of the 
long table. A staff conference was in progress in the clinic building at 
Fulton and the assembled doctors were examining a patient in the process 
of arriving at a diagnosis. This particular patient could talk about her 
home and children in one breath, and in the next, recite how President 
Roosevelt consulted her on important matters. As she replied to 
questions from various sources, the doctors around the table made nota- 
tions on slips of paper, After the patient left, these notes were given 
to the doctor presenting the case. In this way each doctor gave his own 
diagnosis, the one submitted by the majority being final. 


Before he is brought into the staff room, the patient is discussed 
by his doctor, who has made a physical and mental examination and has 
written a history of the illness. After presenting his findings, the doctor 
gives his conclusion as to the diagnosis and summons the patient so the 
others may observe and question him. 


Differences were apparent in the conduct of staff conferences at the 
state hospitals. Farmington was not holding any at the time the visits 
were made because there were so few doctors. Instead, the super- 
intendent and physician in charge of the clinic building accomplished 
the same ends by discussing the diagnosis and treatment of specific 
patients. 


The quality of the conferences at the other three hospitals seemed 
to be in direct proportion to the size of the staffs. At Fulton the con- 
ference was attended by the superintendent, seven doctors, a nurse, 
a chaplain and the woman employed to obtain case histories. The 
atmosphere throughout indicated a high degree of professional interest. 
Cases were presented thoroughly and the patients were questioned care- 
fully. The superintendent, five doctors, and a clinical psychologist were 
present at the St. Joseph staff conference. Cases were reviewed in a 
cursory manner with little attention to the environmental background 
of the illness. Some of the doctors seemed more interested in applying 
a label than in trying to understand why the subject was sick. Since 
there was little discussion of each patient, quick disposition was made 
of each case. At Nevada the superintendent, three doctors, and a 
chaplain were in attendance at the conference. It was easy to obtain 
the impression that the business at hand was considered only a necessary 
routine. The prevailing attitude was exhibited by two doctors who 
loudly discussed the diagnosis with each other while another questioned — 
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the patient. An atmosphere of professional concern was not evident. 
To a layman, at least, the inquiry into the causes and treatment of the 
illness appears to be more important than the mere labeling of the ailment. 


The social history is to a psychiatrist diagnosing a mental illness 
what an X-ray plate is to a surgeon setting a broken arm. Both provide 
a clue to the trouble. The record of a patient’s life gives the psychiatrist 
a detailed picture that furnishes him the needed clues to the cause of the 
mental collapse. A person’s family life as a child, his progress in school, 
his adjustment to social life, to work and to marriage are all significant 
ina functional illness. Without knowing this environmental background, 
the psychiatrist is blindfolded in his attempts to resolve an emotional 
conflict. 


There are two ways to obtain this information. One is to have a 
person trained for the task go to the patient’s home and interview his 
family. Another is to solicit through the mail the answers to a long 
list of questions. Securing this highly personal information accurately 
and without offense is a job best performed by one having the necessary 
training and tact. Since Missouri state hospitals do not employ psychi- 
atric aides who could obtain social histories, they resort to the alternative 
of mailing out questionnaires. The staff doctors are not satisfied with 
this procedure for the information obtained is neither complete nor 
accurate. In making written answers, it is easy to exaggerate some 
facts and conceal others, something not so likely in a personal interview. 


Although all the hospitads use the expedient of the mailed question- 
naire, several make rudimentary attempts at obtaining social histories 
by interviews. When relatives bring patients to the Fulton hospital, 
they are interviewed by an employee who performs some of the duties 
of the psychiatric aide, although she lacks formal training. At the other 
hospitals a stenographer secures a sketchy social history. by filling in 
information on a prescribed form. This is possible only in cases where 
the patient’s family comes to the hospital. Diagnosis and treatment 
in Missouri state hospitals seem to be seriously handicapped by the lack 
of personnel needed to obtain these social histories. 


THE PATIENT ON THE WARD 


At St. Joseph a doctor in the clinic building related that his patients 
have three common complaints. They do not like the 5:30 rising hour, 
the strictness of the attendants and the lack of anything to do. These 
problems are common to new patients at all hospitals. Time hangs espe- 
cially heavy on their hands. Most of them are not accustomed to sitting 
idly allday. They may spend several hours three days-a week in special 
therapies, but the remainder of the time they have to themselves. The 


lack of organized activities seems to be particularly harmful on clinic 
wards. 
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A heavier pall of inactivity descends upon patients in custodial 
wards. Here quiet is the order of the day. Patients remain drooped in 
their rockers ranged in military lines along the walls. Attendants post 
themselves as sentinels at a distance. They have absorbed from their 
fellow-custodians an unwritten law—-speak to the patient only to give 
an order. A trip through the many custodial wards in Missouri’s state 
hospitals convinces one that mental disease might well be called the 
“sitting illness.” The rocking chair becomes as clear a symbol of the 
malady as the white cane is of blindness. It is in that branch of treat- 
ment consisting of the day-to-day life on the ward that the hospitals 
seem to be making their smallest contribution. 


aloe alae fe aN - 


Two by two, some bent and listless patients from a back ward 
shuffled down the walk, with an attendant on convoy duty bringing up 
the rear. Upon arriving at their outdoor sitting spot, they filled the 
parallel rows of wooden benches. As if watching a show, they all gazed 
off into space. The attendant, shepherd of his flock, reclined nearby 
in a lawn chair. What was this but the regimentation of the ward 
transferred outdoors? 


Yet this attempt to alter the daily routine takes place at only- one 
hospital. Fulton custodial patients are taken out of doors once or twice 
daily in clear weather. Only the few patients with certain privileges 
were observed on the grounds of other hospitals. An insufficient staff. 
of attendants was cited for this lack of outdoor exercise at St. Joseph 
and Nevada. A limited number of women patients are taken on walks 
by two women therapists at the latter hospital. At Farmington certain 
buildings have fenced-in enclosures. Patients on some wards are free to 
sun themselves in these yards, but in one building only those on the first 
floor have this privilege. 


The two wards on the first floor, of the clinic building at Fulton are 
open. The locked door, so common in the mental bes=ite!, is absent. 
Patients are free to come and go as they please. This homelike atmos- 
phere is fitting for patients preparing to return to their homes. Patients 
are received on the third floor and treated on the second. The normal 
order of progression is from the top of the building to the bottom; patients 
are ‘‘promoted”’ from one level to another. The attainment of the open 
convalescent ward presents a tangible goal. In the other three clinic 
buildings, all floors are virtually equivalent. There is no prospect of 
an open ward. 


Custodial patients are grouped according to certain classifications. 
Age is one, behavior and diagnosis are others. When young and old 
patients are mixed together, the young tend to adopt the deteriorated 
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patterns of the old. Senile patients are for the most part kept in separate 
buildings in Missouri hospitals, although crowding does not always 
make this possible. Noisy, destructive, violent and untidy ones are 
assigned to wards where they can be given the special care they require. 


THE USE OF RESTRAINT 


After looking on long rows of chairs filled with motionless patients, 
a person is likely to believe that inactivity is a characteristic of mental 
disease. Derangement affects some in another way, however. They 
become possessed with a compelling drive for action. They pace the 
floor, shake their hands, or nod their heads continually. The activity 
of others however, takes a more harmful turn, and must be controlled. 
One way is to direct the person’s energies into more constructive channels 
by giving him close personal attention. The other method is to restrain 
him by force. Attendants and therapists lacking, Missouri state hos- 
pitals must sometimes resort to restraint to control extraneous activity. 


The number restrained is small at each hospital. Those few that 
present particular problems are controlled by means of leather wrist 
cuffs or isolation rooms. According to daily ward reports at St. Joseph, 
five men and twenty-four women were restrained on one day of the visit; 
at Nevada and figures showed two men and twenty women. The pattern 
was approximately the same at each hospital. Farmington reduces the 
need for restraint by placing all agitated patients in one building under 
the supervision of a registered nurse and by giving electric shock therapy 
to the most disturbed. At all hospitals restraint is a measure more for 
custodial than for acute patients. Hydrotherapy replaces restraint 
in the clinic building at Fulton. 


Recognizing that the use of restraint is subject to abuse, the hos- 
pitals have made rules requiring attendants to obtain a doctor’s author- 
ization for each application. The rule is not strictly enforced. When 
situations arise calling for action, attendants often apply the cuffs 
first and notify the doctor later. Doctors must be alert to prevent the 
misuse of the /evice. If the experience of other states is any guide, 
Missouri will use less restraint as the quantity and quality of attendants 
improve. 


FOOD 


Leading sedentary lives, mental patients require less food than others. 
Without bearing this in mind, the person watching them eat is likely to 
conclude that many patients leave the table hungry. In addition to 
bread and a drink, breakfasts contain two servings, dinners four, and 
s:ippers three (Schedule I). Portions are larger for the acutely ill than 
for the chronic, and second helpiags are available until the supply is 
exha sted. Working patients receive supplemental rations at each meal. 
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Although the quantity of food may be ample, the variety is limited. 
Balance is not a characteristic of the diets, although some hospitals have 
made more progress in this direction than others. Potatoes and beans 
are recurrent items; meats are served at the most once daily, eggs but 
rarely. Fruits are for the most part dried, and vegetables canned, except 
in the growing season. Only when hospital gardens are producing 
lettuce and cabbage are green leaf vegetables plentiful. Small amounts of 
fats are obtained from milk and oleomargarine, and sugars are supplied 
in puddings. 


An excessive quantity of starch is noticeable on the menus of two 
hospitals. While potatoes are a daily item at all hospitals, they were 
served both dinner and supper four days in the week of the visit to St. 
Joseph. As if potatoes eleven times a week were not enough, the com- 
bination of navy beans and boiled potatoes recurred for three of the 
suppers. Nevada almost matched this record by having ten servings of 
potatoes during one week, eight in four days. 


A daily ration of meat is the rule at three hospitals. Pork from the 
hospital swine herds is a staple. Less expensive meats such as bologna 
and frankfurters are comon. Beef in roasts and stews is served at some 
hospitals. Meat substitutes such as cheese or powdered eggs are on the 
menu usually once a week. 


St. Joseph was not able to meet the ideal of a daily serving of meat 
or other protein. Fried liver on Sunday was the only meat listed on the 
menu for all patients in the week of May 2 through May 8. Working 
patients received scrap bacon, scrambled brains, beef stew, pork hocks, 
side pork and neck bones at various meals in the same week. Powdered 
eggs at two other meals gave the general hospital: population a total of 
three protein servings for the week. 


Patients receive a cup of milk at least once a day and twice if dairy 
production permits. Coffee sometimes replaces milk at the noon meal 
and water is the usual drink at supper, except in clinic buildings where 
milk is available at every meal. 


Problems of planning menus also depend on finance. The amount 
of funds available largely determines whether the hospital will serve 
roast beef or bologna, bread pudding or canned peaches. Dietitians 
planning meals must work within the limits of the hospital budget. 
Consequently the more expensive proteins give way to the less costly 
carbohydrates. 


At Nevada there was a noticeable discrepancy between the printed 
menu and the meals actually served. Supplies ordered when the menu 
was made out were seldom on hand when the meals were due to be pre- 
pared. The problem of last minute substitutes was acute. 
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Most of the food is prepared in large central kitchens. These 
are modern and well-equipped except at Nevada. Here the steam kettles 
and stoves are old and inefficiently arranged. 


At St. Joseph there are three other kitchens in addition to the 
central one. The value of two of these is subject to question. Both 
are in outlying buildings, one housing 320 senile women and the other 
150 men with ground privileges. It is difficult to understand why food 
from the central kitchen cannot be transported to these senile women 
just as it is taken to many other patients in the hospital. Furthermore, 
there is no apparent reason why men having the freedom of the hospital 
grounds could not eat in the central dining room. In addition to the 
increased cost of separate maintenance, it was reported that there is a 
leakage of supplies from these small kitchens. 


Where patients cannot be taken to a central dining room, food must 
be transported to the wards from the main kitchen. The food is placed 
in assorted containers and put on carts for long trips through corridors 
and sometimes across the wind-swept yards. Much of this food arrives 
at its destination lukewarm at best. The St. Joseph hospital especially 
is in need of insulated containers. 


At three hospitals cafeterias make possible the rapid, efficient 
service of food. There are two lines, one for men and one for women. 
As some patients finish, others take their places. As many as nine 
hundred can be served in one hour. 


Instead of a cefeteria, St. Joseph has two small dining rooms, one 
seating 350 men and another 250 women. In the men’s dining room 
food is served on metal plates half an hour before the patients sit down. 
The women’s dining room is in the basement. The service of food at 
St. Joseph suffers from the lack of a cafeteria. 


The diets at the state hospitals are sufficient to sustain life but 
they make an insignifjcant contribution to the improvement of health. 


MEDICAL AND SURGICAL CARE 


The mentally ill are not immune to physical ailments; they require 
in addition all of the services of a general hospital. At each institution 
there is a “hospital unit” where the patients are sent for surgery and 
the close medical attention called for by communicable diseases. These 
buildings are modern and well equipped in every case. They contain 
facilities for major and minor surgery, X-ray photography, dental care 
and laboratory analyses. When mental patients at Missouri state hos- 
pitals develop physical ills they are assured all the benefits of modern 
medical and surgical treatment. 
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Because they lead such idle, indoor lives, mental patients are 
particularly susceptible to tuberculosis. The state hospitals offer 
their tubercular patients little more than isolation and bed rest. The 
pneumothorax, a lung-collapsing operation, is performed on a few at 
St. Joseph by physicians in the city. Vitamin pills and eggnog constitute 
tubercular therapy at the other hospitals. The services of consulting 
tuberculosis specialists are needed at each hospital so that patients may 
profit by lung operations in addition to bed rest. 


Only Fulton and Nevada attempt to make annual surveys to uncover 
tuberculosis as it develops. The X-ray technician at Nevada follows 
a routine for photographing the chest of all patients and employees 
every year. At Fulton, X-ray examinations of long-term patients are 
made in what little extra time is available for the laboratory technician 
who must perform X-ray work. 


Proper dental care is lacking in the state hospitals; all have modern 
equipment but none employs full-time dentists. Only emergency 
extractions and fillings can be handled on a part-time basis. 


Two hospitals have active physiotherapy departments. At Nevada 
and Farmington infra-red and ultra-violet lamps, and diathermy are 
used to treat external and internal bodily disorders. 


_ Special diets, so necessary to diabetics, are planned at Fulton and 
St. Joseph by qualified dietitians. The other hospitals serve only such 
special diets as can be made by untrained personnel. 


By studying the dead it is possible to learn about the living. Autop- 
sies are performed on a certain number of patients dying in the state 
hospitals. The lack of consulting pathologists forces staff doctors to 
make these post-mortem examinations at Nevada and Farmington 
consequently, there are less autopsies at these hospitals than at Fulton 
and St. Joseph. One difficulty standing in the way of an increased 
number of autopsies is the priority the State Anatomical Board exercises 
on unclaimed hodies. The board’s efforts to provide bodies for medical 
students hinders the hospital's attempts to study the cause of death of 
its own patients. 


MISCELLANEOUS ADJUNCTS OF TREATMENT 


Now and then a patient on a custodial ward will attract attention 
by refusing to eat, by escaping or by attempting suicide. The doctor 
assigned to the ward will then look into the patient’s record to familiarize 
himself with the case. In a brown manila folder he will find all of the 
accumulated information about the patient—the manner of his admis- 
sion, the results of his examinations, the summary of his staff conferences, 
his social history, his course of treatment and the record of his progress 
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through the hospital. In this way a doctor can obtain a more or less 
complete picture of a patient’s illness. 


Patient records at the four hospitals follow the same general pattern. 
In some, case histories were more detailed than others. Where some 
records seemed to be loose collections of assorted information, others 
were thorough and well-integrated. Those at Nevada were superior 
in this respect. At all hospitals the records could be of a higher caliber 
if physicians were not responsible for so many patients. Under the 
present conditions, they fill in the required information in skeleton 
form and hasten on to other duties. 


The progress report, probably the most important part of the patient 
_ records, is being neglected at all hospitals. It is possible for some resi- 
dents of custodial wards to become “lost men.’’ A routine function 
of a mental hospital is the annual examination of every patient. Each 
year physical and mental conditions should be briefly noted on progress 
reports. Patient records show that this is not being done in Missouri. 
In many cases there is no entry on a patient’s progress record since he 
was first assigned to his present ward. When populations are heavy and 
staffs are short, this periodic review of all residents is one of the first 
functions to be cut. 


It is not unusual for mental illnesses to be improved by the sheer 
weight of time. Quite often patients on continued-care wards lose their 
erroneous beliefs after a period of years, but continue to sit through 
force of habit. A doctor can discover an improved mental state in a 
short interview. Since the state hospitals do not bring to light these im- 
. provements by routine examinations, it can be assumed that the State 
of Missouri is paying for the custody of a number who are fit for super- 
vision in their own homes. There is little doubt that staffs large enough 
to enable the careful checking of long-term patients would permit some 
to be released from hospital rolls. 


In addition to bringing skewed minds into contact with every day 
realities, books and magazines provide avenues of escape from the dreary 
life of the hospital. A well-stocked library, staffed by a full-time 
librarian was found at St. Joseph. The libraries at Fulton and Nevada 
are smaller and open only at certain times, two afternoons a week at the 
latter hospital. Farmington has no central library but on every ward 
there are small racks containing books and magazines. 


' Mental disease captures a person’s capacity for interest and centers 
it upon himself. Because religion teaches the existence of a scheme 
larger than individual minds, it is a valuable ally in the campaign aimed 
at breaking down the fortress of self-interest. Many mental patients 
have been aided by the power of religious faith. It is therefore not 
unusual to find that both Catholic and Protestant church services are ' 
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routine at cach hospital. Attendance, however, is small; two or three 
hundred is the maximum at any one service. Farmington particularly 
emphasizes religion in the treatment of mental illness. The inspiration 
of hope through faith enjoys a significant position in this hospital’s 
program. 


From diagnosis to religion, from diet to records, there is hardly a 
hospital activity that cannot be called a therapy. As these auxiliary 
functions are strong or weak, treatment is good or bad. The weaknesses 
found in Missouri hospitals can almost universally be laid to staff 
shortages. It follows that larger personnel complements would permit 
material improvement in the caliber of treatment. 
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IV. Personnel 


The newer ideas which have supplanted the traditional notion of a 
hospital staffed only for confinement and protective custody has made 
the kind and quality of hospital personnel one of the most significant 
factors in the successful care and treatment of the psychotic. 


It is, of course, essential to have an adequate physical plant for the 
comfort of the patients, but unless that plant is manned with enough 
persons who have the proper skills and attitudes, the vital functions of 
treatment cannot. be carried on with maximum effectiveness. It is our 
purpose here to describe the functions of staff members essential to a well- 
operated hospital and to discuss in some detail the situation as it exists 
in Missouri institutions. 


The personnel of a mental hospital can roughly be divided into two 
classes. In the first group are those who work directly with the patients 
or assist in this work. In the second group are those who render auxiliary 
service, such as farm management, plant maintenance and clerical and 
office work. We are here concerned primarily with the first group but 
it should be emphasized that the goal of all personnel ought to be the 
welfare of the patients. 


THE SUPERINTENDENT 


The superintendent is the administrative head of the mental hospital. 
He must not only be a trained psychiatrist but should also be a capable 
administrator. All hospital activities come under his supervision. He 
must plan and coordinate these activities and secure the cooperation of 
employees. He has the responsibility of securing the teamwork that is 
so necessary to the efficient and successful operation of a hospital. 


Until recently the superintendent and business manager in Missouri 
were of equal authority and both subject to removal with a change in 
political administration at the state level. Now both officers are under 
the state merit system and the business manager is subordinate to the 
superintendent in matters of hospital policy. 


It should be remarked here that Missouri has only six qualified 
psychiatrists in its mental hospitals, and of these, four are serving as 
superintendents. In two of the hospitals the superintendent is the only 
qualified psychiatrist on the staff, which means that he has added to 
his administrative duties, the responsibility for treating patients. 
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THE PHYSICIAN 


As defined by the State Personnel Advisory Board, physicians in 
Missouri state hospitals fall into one of four classifications. These are: 
general physician; psychiatrist I, psychiatrist II; and psychiatrist III 
(Table 4). 

TABLE 4 
PERSONNEL ADVISORY BOARD CLASSIFICATION OF PHYSICIANS 


MISSOURI STATE HOSPITALS 


JUNE, 1948 
Classification Number 
Suneribendents.<.oca his oy Ss toes se Foe ee ey SO A a 4 
PRYOUIMITIAE EAD ot odo ese ro ee ee eee Ce ee tt gee ae ee 2 
Psychiatrist II......... anal De anaes Wan ince wee et pene fe Es eat es maa aia 2 
Psychiatrist P04 foie os hs Spe RPE o cee se ee wean ee eae Se eee 10 
CGENEral F WVSICIAG: soa ote os Sa ae OR ee c= sialid ask Gee aoa A 3 
TN hse bass Sep NGG Ride NEUE Ra AN UE, Ce 21 


Source: Compiled by the staff of the Committee on Legislative Research. 


All these classifications require graduation from an accredited 
medical school and a license to practice medicine in Missouri. The basis 
for the various classifications isin the amount of training and experience 
the,doctor has had in the treatment of mental diseases. 


The general physician may be concerned only with the physical 
illnesses of his.patients or he may be a young physician who is also learn- 
ing something of the treatment of mental illness under the direction of 
the superintendent. Of the three general physicians in the Missouri 
hospitals, two are in this latter category. 


Two years experience in the practice of medicine is required of a 
Psychiatrist I, one of which must have been in the field of psychiatry. 
Ten of the doctors in the Missouri Hospitals are in this group: 


To qualify as a Psychiatrist II the doctor must have practiced medi- 
cine for four years, two of which have heen in the field of psychiatry. 
There are only two physicians in the Missouri hospitals, classified as 
Psychiatrist IT. 


-The highest medical classification is that of Psychiatrist III. To 
attain this rating a physician must have spent five years in the practice 
of medicine, three of which were in psychiatry with at least one year’s 
experience in a supervisory capacity. In addition one year of advanced 
training in psychiatry beyond graduation from a medical school is 
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‘required. Presumably it is persons in this classification who may ke 
termed ‘“‘qualified psychiatrists.’’ Exclusive of the four superintendents, 
there are only two physicians in the Missouri hospitals who hold this 
classification under the merit system. 


Of the seventeen physicians in the Missouri hospitals, twelve are 
aged sixty or over (Table 5). 
TABLE 5 
DISTRIBUTION OF PHYSICIANS BY AGE GROUPS 


MISSOURI STATE HOSPITALS 
JUNE, 1948 


Age group Number 

eR re i Loa Ca ee ng hy pe Mat et Seal me OE Ss ane Me 2 

HL Lio See at 2 ac eg ARON SBS Re REE ae AUT eC SO > 6s Se a 

SUSE) ac an E Seeee osha ay cs a ge Re Et Ee ae RECA PRL AL eet a 

PASE EPS SUR A TSS aa mame 8 ed tC Ad lv ORa epee OS core Me Nee 1 

atin he ent eee players S Mine re EE ee Mee ee 

fo) SEA EES SSR Aaa RS Re ee ne E 

LU SEU cas Ug SER Wea hae a aA cs aero cet Oe tne A Recetas MES agenda eae o 

ODE As SE ele Re ee Rr MR oR ge Free Fa a Net Barer Ege ey WRLC 4 

ee tae Clee ay avat a te gia co eR tas ae ee Toe ie 4 

IRE reer here beta cas Clee re wok: Sos ag lm pene cop ae wet ket 1 

NE Aree re a oN at cn ee ee se 3 
Richa Nerang. 2 ele mec) oe a eae oy REP ae pe at ia ee 17 


Source: Compiled by the staff of the Committee on Legislative Research. 


THE PSYCHIATRIC NURSE 


The first assistant to the physician in any hospital is the nurse. 
This is especially true of the mental hospital. In addition to the usual 
duties of a nurse, the psychiatric nurse is the intermediary between the 
psychiatrist and the attendant. Because of special training if the care 
of the mentally ill, a skillful psychiatric nurse may often change the 
atmosphere of a ward from custodial to therafeutic. 


THE CLINICAL PSYCHOLOGIST 


As a preliminary to the treatment for mental illness it is almost 
imperative for the psychiatrist to know the native intelligence, aptitudes, 
and skills of the patient and the extent to which he has deteriorated. 
Here the clinical psychologist enters the picture. This psychologist is 
trained in the use of psychotherapy and other non-medical treatments. 
At the St. Joseph hospital this staff member assists a physician in his 
treatment of newly admitted patients. At the other three hospitals, 
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however, there are no psychologists and treatment is given without 
this assistance. The superintendents were unanimous in expressing the 
need for this type of professional help. 


THE PSYCHIATRIC AIDE 


When a patient enters the hospital for the first time, too often little 
or no information relating to his background and the nature and duration 
of his illness is available. In most hospitals it is the first duty of the 
psychiatric aide to secure from relatives this social history. Later it 
‘is expanded and verified by further contacts in the community. 


In states having a preventive program the psychiatric aide assists 
in making community contacts and keeping the necessary records on 
persons coming to the clinic. 


The third, and probably the most important, function of this trained 
worker is the preparation of the home and community for the paroled 
patient. Often the patient on being paroled or discharged returns to 
an environment that makes his adjustment difficult and, sometimes, 
even impossible. Close contact and supervision by the psychiatric 
aide frequently obviates the necessity of returning the paroled patient 
to the hospital for care and treatment. 


In the four Missouri hospitals there is but one psychiatric aide, who 
alone can do little except secure a brief history from relatives or others 
who have the patient in custody on admittance to the hospital. 


THE THERAPISTS 


There are four types of therapists that are usually included in the 
complement of a well-staffed mental hcspital. These are: (1) the 
hydrotherapist who makes use of the wet pack and flow tub to soothe 
and quiet disturbed patients, (2) the physiotherapist who accomplishes 
the same end by the use of massage and heat lamps, (3) the recreational 
therapist, and (4) the occupational therapist. 


It appears that the Missouri hospitals are understaffed in this area 
as well as in most others. The present minimum need as seen by the 
superintendents is for four additional hydrotherapists, eight occupational 
therapists, three physiotherapists and five recreational therapists. 


THE RADIOLOGIST 


The radiologist is a specialist in the interpretation of X-ray photo- 
graphs as well as in the application of deep X-ray therapy in the treatment 
of cancer. None of the hospitals has a full-time radiologist, but all except 
Farmington employ radiologists on a part-time basis. 
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Fulton and St. Joseph have deep X-ray therapy equipment, the 
use of which is limited by lack of full-time personnel. 


THE DENTIST 


Dental care in a mental hospital is a very necessary adjunct to 
treatment of mental illness. Ulcerated and decayed teeth are not 
conducive either to comfort or health and may be contributing factors 
in mental diseases. At present in the Missouri hospitals much of the 
excellent and expensive dental equipment is not being used. There is 
no dentist on the staff at Fulton. The other hospitals have part-time 
dentists. At each hospital the need was expressed by the superintendent 
for one full-time dentist with an assistant. 


THE TECHNICIANS 


The laboratory technician and the X-ray technician are both in- 
valuable to the physician in diagnesis. Through laboratory tests a 
complete physical examination can be made and the organic basis for 
some mental diseases can be determined. The X-ray technician under 
the direction of the physician can X-ray and photograph various parts 
of the body and thus discover fractures, malformations, or the presence 
of an infectious disease such as tuberculosis. 


The Missouri hospitals at present employ six full-time and one half- 
time laboratory technician and two X-ray technicians. 


At Fulton one trained laboratory technician with an assistant is 
dcing both the laboratory and X-ray work. Farmington also has a 
laboratory technician who does the X-ray technician work. The re- 
maining two hospitals each have one X-ray technician. At St. Joseph 
one full-time laboratory technician and one half-time assistant is employed. 
Two laboratory technicians are employed at Nevada and One at Farm- 
ington. However, the two laboratory technicians at Nevada are not 
registered. To carry on this work effectively the superintendents felt 
that two laboratory technicians and one X-ray technician were needed 
in each hospital. 


THE FOOD SERVICE MANAGER 


The food service manager or dietitian plans hospital menus and 
supervises their preparation. Special diets for the tubercular, the diabetic 
and the physically ill are also planned by the dietitian. Two of the 
hospitals “have trained dietitians. One has a former chief cook serving 
as dietitian, and the other a person whose training is in another field. 
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THE CHAPLAIN 


Nowhere is it more evident than in a mental hospital that ‘‘man 
shall not live by bread alone.’’ Here, too, the things of the spirit are 
important. Most mental hospitals have both a Protestant and Catholic 
chaplain as full-time staff members. 


Besides giving spiritual guidance, which in itself has a therapeutic 
value, the chaplain visits the wards, discusses personal problems, writes 
letters to relatives and renders other services which mean much to those 
who come under his care. 


Each of the Missouri hospitals has two full-time chaplains, with the 
exception of Nevada, where the service of a full-time Protestant chaplain 
is not available. 


SUPPLEMENTARY SERVICES 


Supplementary but none the less important services are rendered 
by the music director, the librarian, the beautician and the barber. 


In the Missouri hospitals there are no music directors presently 
employed. Libraries seem not to be utilized to the extent that they might 
be. Without too much difficulty books could be taken to the wards and 
interest in this activity developed, but in the Missouri hospitals the 
library is used only by a few patients on the open wards. 


THE ATTENDANT 


The incompetent attendant is a continual source of harassment 
to administrators and to psychiatrists alike. They are the brier and 
the bramble in the hospital field that no one seems as yet to have been 
able to clear away for more productive results. 


These men and women are with the patient every hour of the 
day. They may display deep interest, understanding and sympathy not 
only toward those in their care, but also toward the work of the psychia- 
trist and what he is trying to accomplish; or they may show utter in- 
difference and apathy toward both. Too often this latter attitude 
prevails. 


The attendant problem in Missouri state hospitals may be sum- 
marized in one sentence; there is an inadequate supply both in the 
quantity and quality of this type of personnel. 


Since the attendant-patient ratio is discussed in another section 
of this chapter, we are here concerned chiefly with quality. 


The brutality of an attendant toward a patient makes headlines. 
Hence, when these occasions arise they, more often than not, come to 


43 


public attention. For this reason, one is led to believe that this is a 
major attendant problem. As a matter of fact, the very rarity of such 
occurrence is what makes them newsworthy and they do not constitute 
a serious problem. It is the indifference, the ‘‘prison guard”’ attitude, 
the unkind word, and the lack of knowledge of the first principles of 
psychiatry that destroy the maximum efficiency of the hospital. 


Moreover, out of 787 attendants employed in Missouri state hos- 
pitals in May 1948, 41 per cent were over 60 years of age, 26 per cent 
were over 65, and 12 per cent were over 70. Five attendants who were 
on the payroll at that time were over 80 years of age. Many of these 
seem so physically handicapped that it is unlikely that they could meet 
an emergency on their wards-were one to arise. 


The situation thus produced is significant in that it not only affects 
the comfort and contentment of the patient, but also in many instances 
it nullifies the results of treatment and imperils the chances of recovery. 


The forces which produce this situation are not easily mitigated. 
The popular opinion prevails that this condition is brought about solely 
because of the low salaries paid to attendants. That this is a factor is 
not to be denied; but it is only being realistic when one adds that to most 
persons the job itself is unattractive, and that heretofore there has 
been neither job security nor incentive for advancement. 


A merit system for these state employees became effective July 1, 
1948. It is too early to judge the effect which this system will have on 
this particular personnel problem. At this writing no examinations 
have been given for attendants, and all are on a temporary of provisional 
basis. New salary scales have been established and the working day for 
attendants has been shortened from twelve to eight hours. This latter 
is in a sense equivalent to a rise in salary. In addition two weeks vaca- 
tion and fifteen days sick leave with pay are allowed each year. Under 
this plan there should also be a sense of security in one’s job, and, if 
done well, an opportunity for advancement in compensation, not only 
because of length of employment, but also because one may move from 
a lower to a higher attendant classification. 


Prior to the inception of the merit system, the standard working wage 
for an attendant working a twelve hour day was $75 plus maintenance. 
Under this new plan, salary ranges for Attendant I in rural areas are. 
from $115 to $147 per month for an eight hour day (Table 6). From 
this amount is deducted maintenance which may vary in individual cases. 
An Attendant I entitled to $115 per month, who is furnished a single room 
and three meals a day, would have $34 deducted from this amount, and 
he would receive $81 in cash. The detailed maintenance schedule, as 
issued by the Personal Advisory Board, is shown in Schedule IT. 
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TABLE 6 
WAGE SCALES FOR ATTENDANTS 


MISSOURI STATE HOSPITALS 
JULY, 1948 


Salaries by length of service 


Classification Beginning 
salary 6mos. 12 mos. 18mos. 24 mos. 30 mos. 
attendant Pos a. $115* $121 $127 $133 $140 $147 
Attendant To 0 2.2. 127} 133 140 147 154 162 
wAitendant 115.5) 5 2% 147t 154 162 170 178 187 
Attendant dil.) 22 2; 162t 170 178 187 196 206 


Attendant: Vio So. 8 206f 216 227 238 250 262 


*xRural wage scale. 
+Urban wage scale. 
tRural and urban scales, 


Source: Missouri State Personnel Division, Pay Plan, July 1, 1948. 


Since the state has taken over the St. Louis City Sanitarium and 
the St. Louis Training School, the Personnel Advisory Board has estab- 
lished an urban pay scale for Attendant I which is applicable in St. 
Louis and St. Joseph only. Whereas a rural scale ranges* from $115 
to $147 a month, the urban scale is $127 to $162. For full maintenance 
for one person, $45 is deducted from the urban scale. 


It has been suggested that more competent and better qualified 
attendants could be obtained if funds and personnel were available to 
establish training programs for attendants similar to, but of course less 
intensive than, nurses’ training programs. 


Whatever the solution may be, it is necessarily true that the better 
the attendant the more efficient is the hospital and the more productive 
the results of treatment. 


SCHEDULE IL 
STATE OF MISSOURI 
PERSONNEL DIVISION 
MAINTENANCE CHARGE SCHEDULE 


Il. Living Quarters Rates 
A. Basic Room Rates 
The basic room rates used in the final determination of the value of a living unit 
which is heated, furnished and lighted, are as follows: 
Basic MONTHLY ROOM RATES 
Persons in Room 
I 2 3 E | 
$14.00 $12.00 $10.00 $8.00 
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Schedule I[—(Continued) 
Multi-room Units 
The rates for suites, apartments and houses are built up as follows: 
parce Onegai e roa oe, ge he, 100% of basic one-room rate. 
SeCCuitl KOON, MMi oa ec ek eee 75% of basic one-room rate. 
Third to tenth rooms, inclusive.............-....-. 50% per room. 


KircHEN-—Compute as 100% of the basic room rate and count the kitchen as the 
second room. 

BatHreomM—Compute only for one bathroom and at 50% of the basic first room 
rate. Do not count as a room. 


This schedule is exemplified as follows: 
Suites (No Kitchens) 
First room:...:.. <5: 100% 
75% 
50% on. 
50% 


APARTMENTS OR HOUSES 
Part rom 2 100% 


Third and over...... 
HatnrOOms 26. Sk 


Rental Responsibility 

No reduction in rent shall be allowed for any absence. If the resident officer 
or employee is off the payroll, he shall continue, nevertheless, to be responsible for 
the rental charge, unless he officially gives up his assigned quarters and vacates 
the premises of all his personal property. 


II. Food Rates 


-Meals 


Allowance has been made for more than a normal number of absences from 
meals. The monthly rates are as follows: 


MontTHi_y MEAL RATES 


THREE MEALS 
$20.00 


Two MEALS 
$15.00 


ONE MEAL 
$7.50 


Food from Stores 


1. Food from Stores Credit-Account: 

An employee entitled by his position to family maintenance, resident in living 
quarters with housekeeping facilities and desirous of the privilege of withdrawing 
food from stores for his family use, shall establish his personal food from stores 
credit-account for all members of the family, according to the following schedules: 


Foop Frcem STORES SCHEDULE 


WRONG ERS oe ho ee als $15.00 per month 
NE ote ne i a ad ae en 7.50 per month 
(Under 6 years) 


Note: The following rule of the Personnel Advisory Board will govern so far as 


subsistence allowances are toncerned: 


Rule 6.5 (c) Subsistence Allowances. Subsistence or maintenance 
allowances received in lieu of cash shalJl be considered as part of total 
salary. Whenever subsistence is allowed in lieu of cash, a schedule of such 
charges together with a statement of the policy and rule to be followed in 
making the changes shall be submitted by the appointing authority to the 
Director of the Personnel Division, for the approval of the Personnel 
Advisory Board. 
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STAFF-PATIENT RATIO IN MISSOURI STATE HOSPITALS 


~The adequacy of hospital personnel in terms of numbers may be 
measured by the ratio of patients, doctors, nurses and other staff mem- 
bers to the total patient population. The American Psychiatric Asso- 
ciation has established standards of adequacy, and while so far as is 
known, these standards are not approached unless it is in private mental 
hospitals, they serve as an indication of how far Missouri deviates from 
the ideal. 

Visits to the four state mental hospitals in Missouri have verified 
the contention that the problem of staff vacancies is most pressing. 
At each hospital the superintendent points out that important programs 
are being neglected, or omitted altogether, because of the shortage of 
doctors, nurses, attendants or other personnel who work directly with 
the patients. 

In order: to obtain some estimate of the minimum needs of the state 
hospitals, each superintendent was asked to indicate the minimum number 
needed to carry out a program of reasonable efficiency (Table 7). 

TABLE 7 
ACTUAL STAFF AND MINIMUM REQUIREMENTS 
MISSOURI STATE HOSPITALS 


JUNE, 1948 
Actual Minimum 
Position staff requirements* 
Biinerintendentws:. cin... apne oe eee 4 oa 
Poyeniatrists oe. 3S Ape Ry REE rains SS 14 36 
Gebttal OU ysiciad, 6 2 os ae oe bes 3 6 
MERStere UPS S56 kre coe hak eee cae 15 41 
Attendant........ PRN Ee: ee Se EE Mae 976 1194 
Psychologist....... Scticte rahe Pe lee SY Se ee Oho 1 4 
Paychiaitie aide. oo. < ecw eee sp eae 1 10 
Recreational theraniot.. 2.35 Ss i oe Se 1 6 
Occupational therapist 5 605 eee 0 8 
Ny arotnerapist. 2c it bce ons ec par eee ney 7 i1 
Physistherapiet. ws es en Ln ae ees 1 4 
AGIOIGIIBE: Sota ci -os oh cc cis bei Oa eee 3t < 
RE ack cee nes ea hE DED epee 2t 4 
MORAL IG epee eS Tw ois ea ete BY 4 
[ESS TT Cente Fat ba kira faa aaa Me creme Se ea 2 4 
Laboratory technician............. EAE ESCA cae eee 7t 8 
AER COCOA cs op tn oy is, Oe es eee ees 2 4 
ASIN ag i phe Sas ak ORR AS Ped Cee f 8 
PRACMACIEES ies ey ata Me oer hs 4 4 
EAGAMIGN cy Cas i a he Spee ONE ae es 2 4 
GPDER | Sac ces os es ee ER 10 10 
PAL BO. Sa eo cis vee 5 6 


*Required minimum staff indicated by the four hospital superintendents. 
+Part time. 
tOne part time. 


Source: Compiled by the staff of thé Committee on Legislative Research, 
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The most serious shortage of the Missouri hospitals is found in 
physicians, nurses and attendants. _ It is obviously impossible to carry 
on an adequate active treatment program when each doctor must treat 
an average of 528 patients (Table 8). This fact becomes more striking 
when a comparison is made with the standards advocated by the American 
Psychiatric Association. These standards call for one physician for 
each 75 patients under active treatment and one physician for each 200 
patients under custodial care. This, of course, is the ideal and difficult 
of attainment. However, it does provide a measure indicative of the 
needs of the Missouri hospitals. To say that each physician has an 
average load of 528 patients does not clearly reveal the problem. Ac- 
tually, in one of the Missouri hospitals a total of 1324 patients is assigned 
to one physician (Table 9). 

TABLE 8 


STAFF-PATIENT RATIOS 
MISSOURI STATE HOSPITALS 


JUNE, 1948 
Average patients for each 
Average 
daily Day Night 
population Physician Nurse attendant attendant 
WM ct es 2564 366 1282 22 31 
Se. JOnepn. ... 5 .. 2484 497 497 32 44 
reuse... 8. Ss. :-. 2068 689 689 24 47 
Farmington. ...... 1857 929 371 25 50 
All hospitals... . 8973 528 598 25 41 


Source: Compiled by the staff of the Committee on Legislative Research. 


TABLE 9 
PATIENTS ASSIGNED TO EACH DOCTOR 
MISSOURI STATE HOSPITALS 


JUNE, 1948 
FULTON St. JCSEPH 
Doctor Patients Doctor Patients 

a ony ead oe cites hs ees 611 | WERE Sith HP onc sees 857 
Me Oe a ee ea 514 | (pees espa eet ce Hoe eae Um eRe. 2 586 
Wig Ae kK oy alae 371 Des Foi oe ek ea oe 584 
| EPR Sa Gal rece athlon anno ene te 364 | Rta oleae SR ap 310 
a ea hore coe SEE ee 272 Re beens Bele ce Rie 109 
| CLES, CS SR erg ie ere ae ai a 251 
Ree ole a tes Ss > 114 

NEVADA FARMINGTON 
Merah die ees Se 807 Be airs emer A ofa ee aaireie ao 1324 
_ NEP SR eae age eae te Ea 726 ee sibs get eee moes 541 
Re er eg a eS iat wy S17 


Source: Compiled by the staff of the Committee on Legislative Research. 
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The situation in regard to nurses is even more serious. The average 
nurse-patient ratio is one to six hundred. At one Missouri hospital 
the average is 1282 patients for each nurse. It is impossible to give 
nursing care to any except those in the acute hospital and in the clinic 
buildings and even for these few the nursing staff is inadequate. It 
is an understatement to say that this situation is critical, for the ideal 
standard is one nurse for each 25 patients in active treatment and for 
each 40 patients in custodial care. 


In the four Missouri hospitals, the average attendant-patient ratio 
is one to 25 during the day and one to 41 at night. Of a total of 224 
wards, 110 or almost half are staffed by only one attendant during the 
day (Table 10). This number of patients per attendant is so great that 
it prevents desirable ward activities. 


An adequate complement of trained personnel in Missouri state 
hospitals would contribute much to the effort to control and alleviate 
mental illness in the state. 

TABLE 10 


WARDS STAFFED BY ONE ATTENDANT ON THE DAY SHIFT AND 
AVERAGE NUMBER OF PATIENTS PER WARD 


MISSOURI STATE HOSPITALS 


JUNE, 1948 
Average number 

Total Wards with of patients 

wards one attendant per ward 
a 
Wise Serco. oa. co tae Mek 65 29 35 
a Allg! | aS Ueecaie aia a eo apn od 71 56 37 
INGVAUE Sh ok Set ee ake een 46 14 50 
Parnrigrons. S25 S25. woh sc ewes 41 11 38 

Par eames e665 223 110 38 


Source: Compiled by the staff of the Committee on Legislative Research. 
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V. Admissions and Discharges at Missouri Hospitals 


While the primary function of a state hospital is rehabilitation by 
means of special therapies and auxiliary activities, it also harbors a large 
number of wrecked and shattered minds unresponsive to treatment. 
Since the care of these patients over a long period of time costs the 
state more than the active treatment program, it is important, even from 
an economic standpoint, that the hospitals do not add to their custodial 
accumulations. 


Prior to 1942, more patients were admitted to the state hospitals 
each year than were separated (Table 11). This resulted in a gradual 
expansion of populations (Table 2). Since that year, however, separa- 
tions have for the most part exceeded admissions, and populations have 
stopped rising. 


TABLE 11 
ADMISSIONS, SEPARATIONS AND ACCUMULATION OF PATIENTS 


MISSOURI STATE HOSPITALS 
1935 TO 1947 


Excess of 
Total Total admissions over 

Year admissions separations Separations 
PR erie tet ae hte A eS ae 1852 1881 — 29 
re ol kates I a 1761 1776 — 15 
feet, Pee ei are 1990 1756 234 
COT Ry eae ete Olle eta ea 1921 1952 — 31 
ESS eae er ae 1890 1970 ~ 80 
Meaty Shea ns ai aiid oe sv a ace 1827 2149 — 322 
LSS Fy es na a a eee 2415 2281 134 
194Gr ee Seah See SME Re Dm 2833 2394 439 
1 GU ere ete era Ke Laie eee re eee 2462 2077 385 
RCRA eet end aie ck 2475 2172 303 
| ASR aie i Aa 2266 1995 271 
1) SCR eee nara Mere ae, Acocks 2382 1974 408 
OO en a rte ena i sons hace 2084 1639 445 


Source: Biennial Reports of the Board of Managers of the State Eleemosynary Insti- 
tutions, 1935 to 1944; First Biennial Report of the Division of Mental Diseases, 1945-1946; 
compiled by the staff of the Committee on Legislative Research. 


Admissions have decreased, however. From a peak of 2833 in 
1940, they have fallen off to 1852 in 1947 (Table 11). This fact cannot 
be taken as a decline in mental illness because admissions throughout 
the country have steadily risen. Between 1935 and 1945 the number of 
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patients admitted for the first time to all mental hospitals in the United 
States increased by 40,000 (Table 1). Yet Missouri admitted less in 
1945 than in 1935. A possible answer is that Missouri state hospitals 
have been refusing to treat the number they did in former years. 


Separations from a state hospital are composed mainly of two large 
groups: patients who are “discharged” after responding to treatment 
and those who die. A discharge removes a patient’s name from the 
hospital rolls; yet for one year prior to this bookkeeping event he has 
been absent from the hospital in his own home on a trial visit called a 
“parole.’”’ During this parole period he is still a patient and can return 
to the hospital without a formal admission. 


While the numbers of patients discharged has decreased since the 
peak year of 1940, the number of deaths has risen (Table 12). The 
latter fact can be accounted for by the swelling influx of the aged to 
the hospitals, but the diminishing discharges are less easily explained. 
There seems to be, however, a correlation between the number of physi- 
cians employed and the number of patients admitted and discharged. In 
1939 and 1940 there were 30 and 29 doctors respectively employed and 
largest the number of patients, 1591, was discharged in the latter year 
(Table 13). As the staffs declined, the trend in discharges was downward. 
It is not difficult to understand that in earlier years the hospitals were 
able to render a greater service because they had larger staffs. Admissions 
as well as discharges have been roughly proportional to the number ‘of 
physicians employed. 

TABLE 12 
DISCHARGES AND DEATHS 


MISSOURI STATE HOSPITALS 
1935 TO 1947 


Year Discharges Deaths 
(Wy Seale ane apa vere Seeder nantes OO, Cneid teeaet | Meelonamtesen Grae ee Aria eRe tat 1032 846 
1946 oe ee Gah neie ence hai Ee Siem ents erat Coco Ak ONE Be wtes 964 808 
tata ye agin eng ope Mae ten re ee eed cane een 971 777 
OM tee ee ane hn ge arrur h SNV geeean cere oe ae Phen CRORES 1140 803 
resect Spor: peo Rawk 5 hs ape gee ee 1158 804 
er eee Re 1457 681 
TOM ees nih Go oR ee Fae ea ine een Pines WRN PR ag Eee ht ot 1449 773 
MOTO ieee oto Saree ei Ak eee hs ck Som len aA a ae eine ee een gan 1591 797 
POOP ia, a oly tee een Me ee Gant Wee aT arate ee ena eS 1310 743 
| 1S CNL ne cg RS peg Mire SEAR EE RR SAR BNR SL aes Pel sen tie ae bie ae 1462 699 
1 CIEE 7 Sie See eel ieee Rae eiirrety tee ere yas eran eg Bk soya, ct, WSsgel Soy taht 1207 779 
UCL 9 hy en ie eg eo aC RON TR neater pias bales ee tiee ren Be WS waa 1031 924 
| 1S 1 is ie ae aR eh ga INCA Cin. oar RETA AEN Lane OT SRS one 1003 614 


Source: Biennial Reports of the Board of Managers of the State Eleemosynary Insti- 
tutions, 1935 to 1944; First Biennial Report of the Division of Mental Diseases, 1945-1946; 
compiled by the staff of the Committee on Legislative Research. 


ol 
TABLE 13 


ADMISSIONS, DISCHARGES AND PHYSICIANS EMPLOYED 


MISSOURI STATE HOSPITALS 
1935 TO 1947 


Physicians 
Year Admissions Discharges employed 
17 son OSS SA Rae os ein Se ie 1852 1032 16 
5 SEER SETS Sin ee = Set See ae eR ER 1761 964 19 
DO NC RSS ia Bs Se ec ie eR Seer een SE te ae 1990 971 16 
j 12 EAT SS IN pee acne tenn = an a 1921 1140 19 
REO oe Saree tes ee eh Pie. ons. 1890 1158 19 
2 Losloy ig nea olen Sg aR Oa Aegan 1827 1457 24 
RS a: PE A aa Ne oh RN 2415 1449 21 
GSS Rat OS Sea ole 2833 1591 29 
NU RMS ois yh Vie od pie ea woe toys 2462 1310 30 
ee ie ce es, Bae Gees kde a 2475 1462 27 
MSR er eros ght os See Sev oniee ys 2266 1207 25 
On SG ES Se Aaah aes eo ent cy. ee ne SSE ERE De 2382 1031 18 
teen tate GSS, Rie a Be: tet ks 2084 1003 18 


Source: Biennial Reports of the Board of Managers of the State Eleemosynary Insti- 
tutions, 1935 to 1944; First Biennial Report of the Division of Mental Diseases, 1945-1946; 
compiled by the staff of the Committee on Legislative Research. 


Although the total for all hospitals incidates a net loss of population 
in 1947, admissions exceeded separations at Fulton and Farmington 
(Table 14). St. Joseph and Nevada appeared to reduce their popula- 
tions more by reason of low admissions than by high separations. Differ- 
ences in the types of separations at each hospital are noticeable. At 
Farmington discharges far outnumbered deaths; at Fulton they were 
about equal, and at the other two hospitals deaths surpassed discharges 
(Table 15). 

TABLE 14 


ADMISSIONS AND SEPARATIONS 
MISSOURI STATE HOSPITALS, 1947 


Excess of 
Total Total admissions over 
admissions _—_ separations separations 
OE Sa ie a SE Le eae ee ame 560 535 25 
0 ES SSG TS ee 28S eR OE ee 384 433 ~ 49 
RN tg se en las &, dasa scohipdntice-< 343 353 ~ 10 
(EES NTL Oe eC = a 565 560 5 
SU INN oo ons 2h ck iy RSLS t aio Na 1852 1881 — 29 


Source: Compiled by the staff of the Committee on Legislative Research, ) 
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TABLE 15 


DISCHARGES AND DEATHS 
MISSOURI STATE HOSPITALS, 1947 


Discharges Deaths 


LI ico, Beach Ree teckel oaia Sa are a OO GAT Ran a ral a Caine te eto Suey 269 266 


1S [oe Ee eee ater as EK RSE er pe mcte es SIDE HORS 5 Patent 167 266 
EVID sce oo 5h Rees ib OE Sa Ss Gah eee ema ere 163 188 
BF APTOS is aa ah ean a eh Re RT ae Os 433 126 

Patt GRIME RB, fo ne ge es Mie ee Ae ee ee 1032 846 


Source: Compiled by the staff of the Committee on Legislative Research. 


Another fundamental difference exists among the four hospitals. 
The discharge rate, the measure of releases in relation to admissions, 
varies widely. It is not possible to arrive at a valid measure by comparing 
apples with peanuts. Yet state hospitals do just that when they estab- 
lish discharge rates. They compare one lot of 75 patients discharged 
with another group of 100 admitted in the same year and come up with 
a rate of 75 per cent. Since most patients are not discharged until one 
year after they leave the hospital, two separate and distinct groups of 
patients are being compared. The figure 75 per cent therefore does not 
mean, as many believe, that three-fourths of the annual admissions are 
discharged, but rather that discharges stand in a ratio to admissions of 
75 to 100. This ratio for all the hospitals was 56 in 1947; at Farmington 
it was 77 and at St. Joseph 44 (Table 16). 


TABLE 16 


RATIO OF PATIENTS DISCHARGED TO TOTAL ADMITTED 
MISSOURI STATE HOSPITALS, 1947 


Discharges 
Patients Patients for each 100 
discharged admitted admissions 

LAIN ii a och viens SG as ae RK lak 269 560 48.0 
ETI 8 a icon a eRe hs eee 167 384 43.5 
RUGNREC hase cin win AOR Chk Soca ose vase ad 163 343 47.5 
MOMMMULOR hor ee Reta ie ee RS 433 565 76.6 
PUL NGRTGAIS is Si ac inic se Ss oes Ue 1032 1852 55,7 


Source: Compiled by- the staff of the Committee on Legislative Research. 
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There are no statistics published by the state hospitals that will 
permit the calculation of a true discharge rate, one that shows what 
proportion of a given group of patients is discharged after a certain time. 
For the purposes of this study, such a rate was established for a sample 
of 433 patients. The records of all those admitted for the first time in 
April, May and June 1945 were examined in June 1948 to determine the 
disposition of these patients at that time, approximately three years 
later. It was found that 40 per cent had been discharged, 28 per cent 
were still in the hospital, another 28 per cent had died.and 4 per cent 
were at home on trial visits or parole (Table 17). Those discharged at 
each hospital ranged between the extremes of 60 per cent at Farmington 
and 30 per cent at Nevada. 


From these cold statistics one might conclude that one hospital is 
doing a far better job of rehabilitation than the others. Indeed, in 
1947, Farmington admitted more, paroled more and discharged more 
patients than any other hospital. And yet it has the smallest number 
of patients. 


In order to understand these differences, it is necessary to examine 
two factors:.the size of medical staffs, and the type and age of patients 
admitted. 


In 1947 Fulton, with 6 doctors, had the largest staff. There were 
420 patients per physician. Farmington, with 3 doctors, had a ratio 
of 602, St. Joseph with 4, a ratio of 620, and Nevada with 3; the highest 
or 700 patients per physician. The large staff loads can be seen as con- 
tributing to the low number of discharges at St. Joseph and Nevada. 
The larger staff at Fulton produced the second highest ‘humber of re- 
leases; still Farmington with a smaller staff-discharged the most. Other 
factors must be considered. 


It is interesting to notice that in 1947 the admissions to Farmington 
differed markedly from those to the other three hospitals. Only 13 
per cent of the first admissions to Farmington were 65 years of age 
or over while 39 and 34 per cent were in this category at the others 
(Table 18). An analysis of the sample of 433 patients admitted in three 
months of 1945 brings to light that discharge rates vary according 
to the type of disease. Only 12 per cent of the patients having senile 
psychosis were discharged after three years (Table 19). Of those with 
dementia praecox, 55 per cent were discharged, and of the manic de- 
pressives, 88 per cent. In 1947 Farmington admitted a lower propor- 
tion of senile psychotics than any other hospital, 5 per cent as against 
18 to 25 per cent (Table 20). Farmington admitted a greater proportion 
of patients with dementia praecox and manic depressive psychosis than 
any other hospital. It would appear from a statistical point of view — 
that this hospital tends to favor younger patients with better chances 
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of recovery and to slight those in the old age group. If these statistics 
point to a policy of selective admissions, then the low number of deaths 
as well as the high discharges at Farmington would be more easily 
understood. 


TABLE 17 


DISPOSITION OF 433 PATIENTS ADMITTED FOR THE FIRST TIME IN 
APRIL, MAY AND JUNE, 1945 
MISSOURI STATE HOSPITALS 
JUNE, 1948 


DISPOSITION AS PER CENT OF ADMISSIONS 


. Discharged In hospital On parole Deceased Total 

MENOHHG <. Sotatst ae 32.0 28.1 2.0 37.9 100.0 
Set ORRIN AT Sinker eae 3 36.8 33.3 1.7 28.2 100.0 
Meyatabey vac va - 29.5 32.6 6.3 31.6 100.0 
Farmington.......... 60.2 17.8 | 100.0 
All hospitals... .. 40.4 27.7 a5 28.2 100.0 


Source: Compiled by the staff of the Committee on Legislative Research. 


TABLE 18 


DISTRIBUTION OF FIRST ADMISSIONS BY AGE GROUPS 
MISSOURI STATE HOSPITALS, 1947 


PER CENT OF TOTAL FIRST ADMISSIONS 


Age group Fulton ‘St. Joseph Nevada Farmington 
Been et tes ce ees 18.1 18.7 21.2 31.0 
ca bo he i ae Rea he eno $3.3 42:5 45.2 56 
SAMUEL, rh sict ct eas ce 8.6 38.8 33.6 12.8 
Oba, ion ee cea 100.0 © 100.0 100.0 100.0 


Source: Compiled by the staff of the Committee on Legislative Research. 


5D 
TABLE 19 
DISCHARGES .AS PER CENT OF ADMISSIONS BY TYPE OF MENTAL 
DISEASE 


433 FIRST ADMISSIONS IN APRIL, MAY AND JUNE, 1945 


MISSOURI STATE HOSPITALS 
JUNE, 1948 


Type of mental PER CENT 

disease Fulton St. Joseph Nevada Farmington Total 
Neurosyphilis.......... — 20 44 63 29 
Senile psychosis........ 13 19 5 — 12 
Cerebral arteriosclerosis. 17 21 9 39 24 
Dementia praecox...... 62 41 40 67 55 
Manic depressive....... — 88 100 85 88 
Other psychosis........ © 31 48 35 S7 43 
Without psychosis... .. 58 67 38 82 62 

ee ee aa 32 37 30 60 40 


Source: Compiled by the staff of the Committee on Legislative Research: 


TABLE 20 


DISTRIBUTION OF FIRST ADMISSIONS BY TYPE OF MENTAL 
DISEASE 


MISSOURI STATE HOSPITALS, 1947 


Per Cent oF TOTAL First ADMISSIONS 
Type of mental 


disease Fulton St. Joseph Nevada Farmington 
Neutosyohilie. 2 2... 6.4 10.3 2 6.1 
Senile psychosis.............. 22.4 25:33 18.7 5.2 
Cerebral arteriosclerosis....... 19.7 6.4 7.7 16.0 
Dementia praecox............ 18.9 19.1 20.9 hia 
Manic depressive............ a2 rz 3.5 << ae 
her peyvcnoes.... 22... ke. 16.0 24.8 23.3 16.1 
Without psychosis........... 9.4 6.9 6.7 19.6 

| A PRES AISRSE Ae tamara 100.0 100.0 100.0 100.0 


Source: Compiled by the staff of the Committee on Legislative Research. 


Farmington moves its patients faster than the other hospitals. 
Of all those discharged in 1947, 53 per cent had spent less than three 
months in the hospital in contrast to 30 per cent at St. Joseph (Table 21). 
Most of St. Joseph’s discharges had spent over a year in the hospital; 
those in this class at Farmington were in the minority. By treating and 
releasing patients rapidly, Farmington is able to accommodate a greater 
number. 
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Farmington differs from the other hospitals in a final respect: 
paroled patients are discharged six months after leaving the hospital 
rather than at the end of the year. The hospital can in this way dis- 
charge a number of patients in the year of their admission, something 
not possible when the one-year rule is followed. If patients discharged 
from Farmington become sick again within one year, they must secure 
formal admission and enter as “‘readmissions’”’ when otherwise they would 
gain treatment as ‘‘returns from parole.’’ Readmissions were twice as 
high at Farmington as at any other hospital (Table 22). 


TABLE 21 


DISTRIBUTION OF DISCHARGED PATIENTS ACCORDING TO TIME SPENT 
IN HOSPITAL 


MISSOURI STATE HOSPITALS, 1947 


PER CEenT oF ToTAL DISCHARGES 


Time spent in hospital Fulton St. Joseph Nevada Farmington 
isessithanio months; 3. 44.2 29.9 34.1 52.8 
3 months but lessthan6months 14.5 16.2 26.9 23°28 
6 months but less than 1 year. 16.0 18.6 15.6 12.8 
} ear Aud VET. . 26 ees 25s 39:73 26.2 i .2 
Wisthlas 325408 pee 100.0 100.0 100.0 100.0 


Source: Compiled by the staff of the Committee on Legislative Research. 


TABLE 22 
READMISSIONS AS PER CENT OF TOTAL ADMISSIONS 
MISSOURI STATE HOSPITALS, 1947 


Readmissions 
Total as per cent of 
Readmissions admissions total admissions 

Fulton’ BR SUE a era pete, eS ee ee 71 560 127 
Pie OD. Sin ia bs ee we dane ess 64 384 16.7 
IN @VAG Eo oho sete eee cee ees 60 343 1735 
POrminesone ss «SEs. cen, bake 152 565 26.9 
S Aa Oe Gale oo ea lt 347 1852 18.7 


_ Source: Compiled by the staff of the Committee on Legislative Research. 


Be ere 


It has been shown that the hospitals as a group are no longer adding 
to their custodial loads. Although separations exceed admissions, both 
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are lower than in former years. More patients are dying and less are 
being discharged. 


An examination of the separate hospitals has brought to light varia- 
tions in the number released. In the majority, discharges were found 
to be proportional to the number of physicians and the consequent 
amount of treatment permitted. Less special therapy is given at St. 
Joseph and Nevada than the other two hospitals, and the smallest num- 
bers are discharged from these hospitals. 


Physicians are the instruments of treatment. If Missouri would 
reduce the cost of mental illness by lowering custodial accumulations, 
first attention might well be given to enlarged hospital staffs. 
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VI. The Senile Patient 


During the year 1947, almost one out of every three persons admitted 
for the first time to Missouri mental hospitals was a senile patient 
(Table 23). While it is true that most of these, if not all, are psychotic, 
it is also certain that in many instances the psychosis is so mild that 
custodial care only is required. 


A senile custodial care patient may be defined as one with a mental 
illness caused by the deterioration of organs or body tissues due to ad- 
vanced age and whose psychosis is such that he needs little more than 
physical comfort and kindly care. For purposes of statistical measure- 
ment, the senile patient is one 65 years of age or older or one having either 
of two types of mental diseases associated with old age: senile psychosis, 
or psychosis with cerebral arteriosclerosis. 


A gradual but steady accumulation of senile custodial care patients 
presents two serious problems. The first is that of overcrowding and the 
second is the overloading of the hospital staff to the extent that an active 
treatment program is hampered. 


TABLE 23 
FIRST ADMISSIONS OF SENILE PATIENTS 


MISSOURI STATE HOSPITALS 
1937 TO 1947 


Number Per cent Per cent 

Total first aged 65 aged 65 Senile by senile by 

Year admissions and over and over diagnosis diagnosis 
BAT Me eich 3 Ss 1502 460 30.6 497 33.0 
(Ur (SR Aaa eae » 1914 382 20.0 361 24.5 


Source: Compiled by the staff of the Committee on Legislative Research. 


FACTORS CONTRIBUTING TO THE INCREASE IN 
SENILE PATIENTS 


The situations which a__,unt for the increase in the number of senile 
patients in state mental hospitals are diverse and, in a real sense, un- 
related. In the first place, persons now live longer. Medical science 
has increased the life span of the general population from an average 
of 49 years in 1900 to almost 66 years in 1945. In 1900 only 4.1 per cent 
of the general population was 65 years of age or over. In 1940, 6.8 
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per cent were in this age group and if the trend continues, as expected, 
14.4 per cent of the total population will be 65 or over in 1980 (Table 24). 


It is self-evident that the longer persons live the gieater is the chance 
of a mental breakdown. This is not only true as it relates to functional 
mental illness but even more particularly is it true of organic. mental 
diseases which are so common to old age. With all its advance and prog- 
ress, medical science has not reached the point where it can prevent the 
organic deterioration of old age. 


TABLE 24 


ACTUAL AND ESTIMATED INCREASE IN THE PROPORTION OF THE 
GENERAL POPULATION AGED SIXTY-FIVE AND OVER 
UNITED STATES, 1900 TO 1980 


Number Per cent 

aged 65 aged 65 
Year and over and over 
as ses ah wt eC eee bi sieh an a 4 aie aoc 6 Pein Ren 0 Fees 3,080,000 4.1 
eee eG eek aa vets are eo ar 9,019,000 6.8 
SU iia cs: ERE  aoon ly Sane Naa ES reer are ae Sir ae Seton Pe 22,000 , 000 14.4 


Source: Russell Sage Foundation, New York, Social Work’ Yearbook 1945, p. 36. 


In addition to this, life itself has changed. This change has been 
both cultural and economic in nature. The nation has been transformed 
from a predominantly rural community to an urban society in which 
living has become more complex and difficult for a large number of its 
people. Where once old persons could be cared for with comparative 
ease on a farm or in a rural community, we find that more and more of 
these persons are in cities where the crowded conditions and the in- 
creased tempo of urban life make living difficult both for them and thdse 
who would care for them. 


Along with this economic change has come a modification of the 
attitude and philosophy of our people toward the aged. Where once 
relatives and even friends, of thse old persons would see to their care and 
comfort and assume the responsibility for them, now these same persons 
are willing, and sometimes eager, for the state to assume the responsi- 
bility. Over the last twenty years there has been a trend not only toward 
old age assistance programs for persons over 65 years of age but also a 
tendency to throw the responsibility for the care of all indigents upon 
government. In Missouri, old age assistance is paid wholly from state 
and federal funds and the feeling has grown that if the’ problem of the 
aged belongs to the state then the psychotic aged should not be an ex- 
ception and they too ought to be a state responsibility.. Prior to the 
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inception of the public assistance program these persons were cared 
for either in the homes of relatives or in county homes, but at present 
one-third of the county homes in Missouri have been closed and aged 
persons who are unable to care for themselves because of senility or 
mental illness are being sent to the state hospitals. This is not neces- 
sarily a plea or the reactivation of the county home, for too often county 
home care is inadequate and not the best solution for the problem of the 
psychotic aged. However, the closing of county homes has in most 
instances left no place other than the state hospitals for the care of the 
senile: 


All of these factors have contributed to the difficulties of state hos- 
pitals. In the last ten years the proportion of those 65 years of age and 
over entering Missouri state hospitals for the first time has increased 
from 20 to 30.6 per cent (Table 23). 


During the same period the proportion of those entering these 
hospitals with organic mental illness due to advanced age rose from 24.5 
per cent in 1937 to 33 per cent in 1947. 


If this trend continues, the state mental hospitals will tend to become 
homes for the aged and it will be increasingly difficult to carry on a 
modern active treatment program. 


APPROACHES TO THE PROBLEM IN OTHER STATES 


Missouri is not alone in this problem. Other states are facing the 
same situation, and some of them have turned to other forms of care as 
a solution. New York is using a plan in which the state is divided 
into districts. In each district a special institution is provided for the 
aged, thus leaving the other hospitals for the active treatment of younger 
patients. 


Wisconsin has a similar program for care of custodial patients. 
Under this plan all first admissions are taken to a centrally located 
psychiatric hospital where they are given intensive treatment. If the 
patieft does not respond to treatment and is considered a custodial care 
patient, he is sent back to his county of residence where he is placed 
in a custodial hospital maintained by the county. 


It should be remarked that in Missouri permissive legislation 
has been enacted under which counties and cities may cooperate to render 
a mutual governmental service. Under the provisions of this legislation 
several Missouri counties could join in providing an institution for the 
aged which would permit counties to share the cost, and thus partially 
relieve each of them from a much heavier financial burden in providing 
this service. Properly staffed, an institution of this kind would not 
be subject to the criticism so often leveled at the old time county home. 
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Still another plan which is proving successful in ten states is the 
use of boarding homes. It is reported that patients are more contented 
and in some cases respond to treatment where the atmosphere is more 
home-like. Supervision by psychiatric aides is necessary for the success 
of this plan. Suitable boarding homes must be located and close con- 
tact with the patients maintained. 


At present in the four Missouri state hospitals, approximately 
2600 (or 29 per cent) of the resident population are 65 or over. Of this 
number it is estimated by the superintendents that at least 600 could 
be cared for outside the hospitals. 


THE APPROACH TO THE PROBLEM IN MISSOURI 


Care of the mentally ill in Missouri is treated as a joint function 
of the state and local government. At present the state maintains 
the hospitals and where families are unable to pay for care, a charge of six 
dollars per month per patient is made to the county of residence. This 
amount is not sufficient to pay for the hospitalization of such persons and 
it has not been an incentive to the counties to find other ways of caring 
for the aged. It is much cheaper for counties to pay six dollars per month 
for this care than to maintain a patient in a county or boarding home. 


The Sixty-fourth General Assembly enacted legislation defining a 
‘senile custodial care case’? and making it the duty of the hospital staff 
to determine which cases fall into this category. The law further pro- 
vides that when it is determined that a patient is a senile custodial care 
case the proper county court shall be notified by registered mail. If the 
county does not remove the patient within thirty days the charge for 
care automatically becomes $20 per month. This law becomes effective 
January 1, 1949, and will apply only to patients entering the hospital 
after that date. No estimate can be made at this time as to the effect 
of this legislation. However, the problem is not so much a matter of 
cost as it is a matter of available resources. The mental hospitals 
have become homes for the psychotic aged because at present there is 
no other way to care for them. 


That this problem is critical in Missouri is evidenced by the fact 
that St. Joseph is at present unable to accept any new senile custodial 
cases. Farmington and Nevada are accepting only a minimum number. 
While Fulton is still accepting this type of patient, all the hospitals are 
so overcrowded that it will be necessary in the very near future to clarify 
-some of the issues involved. If the care of senile patients is a local 
responsibility, then some way will have to be found to force the localities 
to assume the burden. If it is a joint responsibility the cost can be shared 
as at present, and some new approach made which would lighten the 
load on the facilities and personnel of the state hospitals. In some 
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states the problem is handled altogether at the state level and local 
governments bear none of the expense. The question is raised here, 
not for the purpose of suggesting where the responsibility shall lie, but 
to point out that definite responsibility must be fixed at some level of 
government before a satisfactory solution can be found. 


Clearly the problem of the senile custodial patient in Missouri is 
of grave concern. Its solution will not be easy. Any approach should 
consider the comfort and well-being of the aged and infirm and at the 
same time it should not be forgotten that as hospital staffs are released 
from attending custodial care patients, they can devote more time to 
those who may respond to treatment and who thus may be separated 
from our hospital population. 
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VIl. State Hospital Finance 


Despite ever-increasing appropriations throughout the nation, 
administrators of state mental hospitals yet complain of inadequate funds. 
Enlarged hospital populations, increasing operational costs, new and ex- 
pensive therapies have demanded larger and larger budgets, which in 
many cases have not been matched by available funds. Staff shortages 
and the failure to provide certain vital services in the Missouri hospitals 
can be better understood in the light of an analysis of hospital finance. 


EXPENDITURE PER PATIENT IN MISSOURI 


The appropriation to the state hospitals for the fiscal year 1947-48 
was $3,983,560 which amounted to a contribution for the year, of $1.02 
from each citizen of the state.!. This amount was appropriated to 
cover all costs of the institutions, except capital improvements, and 
represents an expenditure of $1.22 daily or each patient. 


For the same year the appropriation for the state penitentiary 
amounted to $1.59 daily for each inmate. 


ANALYSIS OF EXPENDITURES 


An analysis of expenditures in the Missouri hospitals is best shown 
by a breakdown of the $1.22 expended daily for each patiert in 1947-48. 
Of this amount, fifty cents was paid out for salaries and wages and 
seventy-two cents for all other phases of operation (Table 25). Of the 
seventy-two cents spent for operation, thirty-six cent$ covered food 
costs, including foods produced on the hospital farms which are charged 
at current prices. This is an average cost of twelve cents per meal. 


TABLE 25 
FUNDS AVAILABLE PER PATIENT PER DAY 


MISSOURI STATE HOSPITALS 
FISCAL YEAR 1947-48 


Salaries Hospital 


Source of fund | and wages operation Total 
regen) FEVOMUE, . oo: os ee ee Ry ee $ .36 $ .55 $ .91 
Se eee eae Par eres es eee .14 si? a) 

ore SEARS iat Renae heer reese eco ee Pe ee $ .50 $ .72 $1.22 


Source: Compiled by the staff of the Committee on Legislative Research. 


1United States Department of Commerce, Bureau of the Census, Current Population 
Reports, August 9, 1948 (population estimate for July 1, 1947). 
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Another method of analyzing expenditures is to determine what 
portions of each dollar expended are allocated to various needs. Out 
of each dollar spent, thirty-seven cents went for care and treatment, 
twenty-nine cents for food supplies and service, twenty-three cents for 
plant operation including maintenance, eleven cents for farm operation 


(Table 26). 
TABLE 26 
ALLOCATION OF EACH DOLLAR SPENT 


MISSOURI STATE HOSPITALS 
FISCAL YEAR 1947-48 


Salaries Other Total 
Type of expenditure and wages expense expense 
Care and treatment of patients............... S29 $ .08 $.:37 
Food supplies ang service: | ose Pas a a a .03 .26 .29 
PAN Operations <2 wk ks nee 02 .09 BS ei 
Plant operation and maintenance.......... x .10 a3 23 


A RCoy eat (Spain eee nn op gee dat oot tela art $ .44 $ .56 $1.00 


Source: Compiled by the staff of the Committee on Legislative Research. 


ANALYSIS OF RECEIPTS 


Of the amount appropriated for the 1947-48 fiscal year, $2,962,060 
was provided by the state from the general revenue fund. The re- 
mainder or $1,021,500 was appropriated from the hospital fund, which 
consists of receipts from private patients, from counties for the care 
of indigent patients, and from miscellaneous materials sold by the hos- 
pitals. However, the hospitals actually received only $1,006,067 from 
these sources. Regardless of the size of the appropriation from the 
hospital fund each hospital cannot use more than is collected and 
deposited in this fund. Any surplus reverts to the general revenue fund 
unless it is appropriated by the general assembly within two years. Since 
amounts to be :eceived cannot be predicted with accuracy, budgeting 
is difficult. Actually the money available was $3,968,127 or approxi- 
mately $15,000 less than was anticipated when the budgets were made. 


Of each dollar received by the hospitals, seventy-four cents came 
from general revenue, seventeen cents from the counties, eight cents 
from private patients and one cent from sales. 


Under present laws, a patient in the Missouri hospitals is either a 
private patient at $50 per month or a county patient. If he is a county 
patient, the county of residence. contributes six dollars per month to the 
hospital. The hospital business manager then deposits the money with 


“er 
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the state treasurer where it is credited to the hospital fund. This 
joint state-local financial responsibility presents problems of collection. 
In a few counties collections are very difficult. Fulton has a special 
problem in collecting from counties for the criminal insane who are not 
legal residents of the county in which they were convicted. 


There are many patients whose families could pay ten, twenty or 
thirty dollars per month for their care but who cannot afford to pay 
fifty dollars per month. In some states, the charge is graduated accord- 
ing to ability to pay. Such a plan in Missouri would permit some to 
enter the hospitals as private patients who must now enter through the 
courts. In order to inaugurate such a plan, however, some agency would 
have to be charged with the responsibility of determining ability to pay. 
The psychiatric aide is given this duty in some states. The collection 
of ten or twenty dollars per month from the patient would be more than 
is now received and would make hospital admission easier. 


THE PROBLEM OF RISING COSTS 


Since the end of World War II the prices of all supplies used in the 
state hospitals have risen sharply. Appropriations for operations and 
maintenance have been increased annually since 1945 and in 1948 a 
deficiency appropriation was made for the latter months of the 1947-48 
fiscal year. Yet, in spite of these increases which have amounted to 
35 per cent since 1945-46, the wholesale price index has risen 49 per 
cent (Table 27). Rises in price between the beginning and end of a fiscal 
year present a serious problem to management. Every dollar is care- 
fully budgeted for a specific purpose. Some operations such as the power 
plants cannot be curtailed. When the price of coal rises sharply during 
the year, funds must be taken from a flexible operation to finance this 
fixed one. Expenditures for food and clothing are the most flexible. 
Business managers report that when the price of coal or another neces- 
sary item rises, the only alternative is to cut the expenditures for food or 
other flexible items. An examination of the trend in food prices,during 
the fiscal year ending June 30, 1948 reveals that various commodities 
increased from 20 per cent to 240 per cent. The most noticeable in- 
crease has been in the cheaper grades of meat. Coal prices advanced 
46 per cent during the same period. It is estimated that the increase in 
meat prices alone affected the budget for one hospital to the extent of 
$50,000. The increase in the price of coal accounted for another $25,000. 


This problem exists only during a period of rapidly rising prices, 
such as the last three fiscal years. The suggestion has been made that 
funds for food and clothing be ‘‘earmarked’’ but unless the earmarked 
‘fund was over-generous this would be no solution. Business managers 
feel that they should be free to allocate the appropriation for operations 
as the needs dictate. 
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It is apparent that many of the problems of the Missouri state 
hospitals revolve around finance. The rendering of maximum service 
within the limits of available funds, requires the careful attention of 
hospital administrators. 


TABLE 27 


APPROPRIATIONS FOR OPERATION AND MAINTENANCE AT MISSOURI 
STATE HOSPITALS COMPARED WITH A WHOLESALE PRICE INDEX 
1945-46 TO 1947-48 


Appropriation 
for operation Wholesale 
Year and maintenance price index* 
TON TAR cas eros oa he Rae Ra ak de a Oe ee ae ee $2 , 168 , 500 160.3 
REG ae rat ee ae eaten eee wha EE 1,824,750 139.2 
1908-466 See EE a oe 1,607,500 107.9 
Per cent increase, 1947-48 over 1945-467.............. 34.9 48.6 


_ “Bureau of Labor Statistics’ “Index of Wholesale Prices’’ (1926 = 100). 


Source: Compiled by the staff of the Committee on Legislative Research; price 
indices are average of monthly data obtained from United States Department of Com- 
merce, Survey of Current Business, August, 1948; September, 1947; September, 1946. 
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VIll. Hospital Plants and Equipment 


The state hospital built at Farmington in 1903 was the last to be 
established in Missouri. Since that time new wings have been added and 
new buildings constructed at all the hospitals as the need dictated and 
funds permitted. Between 1934 and 1939, $13,788,000 was expended 
for new construction. Of this amount $10,000,000, the proceeds of a 
bond issue, was from state funds and the remainder came from the federal 
government, 


At the present time an extensive program of building and repair is 
under way at each hospital. The appropriations for this construction 
are from the post-war reserve fund. This post-war fund is the major 
portion of a surplus which accumulated during recent years and was set 
aside by the general assembly for post-war construction and capital 
improvements. When completed, this expansion should alleviate some 
of the most pressing plant needs. 


TYPES OF CONSTRUCTION 


The hospitals at Fulton, St. Joseph and Nevada are of the ‘‘Kirk- 
bride’’ type of construction having central administration buildings with 
numerous wings extending out and back—all interconnected. This 
type of construction was originated by Dr. Kirkbride, one of the pioneer 
psychiatrists of the country. It has some advantages in that it permits 
moving patients to the central dining hall or from one ward to another 
without leaving the building. It is also more economical to heat and 
maintain one large building than several smaller ones. However, most 
authorities now favor the plan of having smaller units. The more 
recent construction in Missouri has consisted of rather large ynits but the 
Kirkbride plan has been abandoned. 


The hospital at. Farmington is radically different in construction 
from the older institutions. The administration building houses the 
offices, the canteen, and provides quarters for a few employees. The 
cottage plan replaces the Kirkbride type of construction here. There 
are ten cottages each housing from fifty to seventy patients. The 
lower floor is a day room. The upper story is a dormitory. ‘This 
plan has some advantages since the patients are kept.in smaller groups. 
In case of fire a smaller number of patients would have to be removed, 
and since the buildings are only two stories in height evacuation would 
be easier: Another advantage is the greater amount of sunlight and air 
which can be had in a smaller structure. The atmosphere at an institu- 
tion where the cottage plan is used seems less custodial and. the plant 
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as a whole lends itself to a better and less formal arrangement. In 
addition to the cottages at Farmington there are three large buildings for 
patients. 


NEW CONSTRUCTION AND REPAIR 


Because of the shortage of labor and materials during the war 
years the needs of the hospitals have accumulated. This has necessi- 
tated a rather extensive building and repair program which is now getting 
under way. Appropriations for these purposes amount to $5,187,719. 
New infirmary buildings for aged patients are to be constructed at St. 
Joseph, Nevada, and Farmington. Each hospital is to have a new 
occupational therapy building. In addition, considerable amounts have 
been allotted for repairs and for construction of physicians’ cottages, 
dormitores and numerous smaller buildings (Schedule III). 


Schedule III 


APPROPRIATIONS FROM THE POST WAR RESERVE FUND FOR 
CONSTRUCTION AND REPAIR 


MISSOURI STATE HOSPITALS 
FISCAL YEAR 1948-49 


Type of Building (Repair or Addition) Appropriation 

AF UAE EONU oss cee as LOL ELOO MD ates sof koe Gs a casos ete eee Rane Rae $ 100,000 
Nouns ior Puvaiciane.< «orice. eas poe eee 120,000 
ASAT ANE SMO 6 Nis. s  Sati te Ge acais CROAK hol ee ae 8,000 
CRUE RACs Sa eis eee OL Re eek OR Fe AT Pak 7,500 
BARELY eee. Oe ae SSR Mee A A ee Ae a ae 15,000 
Occupational Therapy Building.....................5 246,250 
Employees: Dormitory 0,0 <a s es ea aa 450,000 
Purchase of Land......... Bash ie cine Seen cas ae eee 25,000 
Répawe and Replacemente, oo... 16. ae ah 192,750 
| Reot d7'y Ube tees Snes sap teeta Mae penal aN igtier ok) © bee Yet $1,164,500 

St. Joseph...... RUCTED OS ay cs as Np Re LS tee ee 600 , 000 
Houses 4or Pin sians.<. 6 eA ee - 120,000 
Farin DOPMIROTY 6.605 bs ie Ee ck giz rae etnies (tte HERA a 50,000 
AUER ACPI soi aha Ries ree Ta Coa tio aay eR ta ae 3,000 
not arte ean arta oe die acta Stee ak Gas Meg oy ea cae 1,000 
DEGrare SUGUs 5 o5 sie oe est Foe pak > eas ee ee 1,500 
Occupational Therapy Building. .........0........... 195,625 
House for Dairy Supervisor :: 2555) 55 rss oe 8,000 
Power House Equipment and Repair................. 112,500 
Purchase of Land: 6 5G sca anaryss shee es ees 4,500 
Repairs and Replacements....................00.0000- 205, 500 
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Schedule UL.—Continued. 


Type of suns — or Addition) Appropriation. 

Nevada........ Infirmary. ci Ricerche ee Ree tho nate eee 697, 100 
Houses for Phy GiGUAI Se sy ee ee ee He Sombre 120,000 

Occupational Therapy Building. ...................... 250,650 

Power House Repair and Equipment Sk atric ae 183,500 

Purchase of Land.. Si eae 5 oe eae Moda TNs ee Ee 13,500 

Repairs and Spokvenents Sat A REY Rd is oR er TE +3 109 , 500 

TOE I or cha eh he Re th So ee eo ee $1,374,250 

een or DIR ee aS ies clo ee Se x vin a i's ns aL eee ee 400, 000 
OER ce na fa Ee ee ee 135,000 
SE Be Sere ey a Sr dee Et ed a 120,000 

Occupational Therapy Buitding ~: NG ease ee cael 229, 344 

Construction of Tunnels. «:-..... 265. 600s Dy aia 70,000 

Fireproofing Harrison Building.............. aE ae 150,000 

Purchase.of Lland:=> 2202/0... Se ga eae dee ate as 25,000 

Repairs and Replacements.................. Pose 218,000 

4g. Meaieeeiee deat ee Seb Sree eI Ma a Sone ne $1,347,344 

Grand si Otab So SOEs a a a $5,187,719 


Source: Compiled by the staff of the Committee on Legislative Research. 


PRESENT CONDITION OF BUILDINGS 


No major construction has been done at the hospitals since 1939. 
The buildings constructed at that time are all well-planned and are 
fireproof. However, much of this construction was faulty. Leaking 
walls and roofs have been troublesome since the beginning, and so 
far no way has been found to eliminate the trouble even though con- 
siderable sums have been expended in an effort to do so. 


The danger of a serious fire is an ever present menace to all the 
hospitals. The older buildings are not of fireproof construction and this 
is a matter of serious concern. Mental patients present a special problem 
in case of fire. It would be extremely difficult to get patients out of 
the buildings even with the best of fire escapes. The older butldings 
are sadly lacking in this respect. Many of the fire escapes are old and 
outmoded and the older cottages at Farmington have wooden stair wells 
on the inside which could become impassable. If this should occur the 
only exit would be by means of a single narrow escape opening off a 
small room at the back of the cottage. The greatest hazards however 
prevail in the larger buildings at Fulton, St. Joseph and Nevada. The 
large number of patients, the old wooden floors—many of them oiled 
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soaked, and the lack of adequate fire escapes all contribute to the fire 
hazard. 


On the positive side however it can be said that all wards are equipped 
with chemical fire extinguishers and many have hoses connected to the 
water system. The city fire departments are available at each hospital 
and Farmington has a special hose cart which can be moved quickly to 
any part of the grounds. As older buildings have been remodeled 
considerable fireproofing has been done. 


WATER SUPPLY AND SEWAGE DISPOSAL 


The water supply at St. Joseph is from the city system. The 
other three hospitals secure water from deep wells. At Fulton and 
Farmington new wells have recently been completed and the water supply 
is adequate. At Nevada a new well is needed as the present one will not 
carry at full twenty-four hour load. Another problem at Nevada is 
presented by the amount of mineral in the water. This mineral collect- 
ing in the pipes requires frequent attention. 


Sewage disposal is effectively handled at St. Joseph by the city 
system. At Fulton a disposal plant is owned jointly by the city and 
the hospital. The hospital at Farmington has a disposal plant which 
has recently been repaired and is in a satisfactory condition. The 
only hospital where sewage disposal presents a problem is Nevada. 
At present raw sewage from both the city and the hospital drains into a 
creek some miles outside the city limits. 


POWER PLANTS 


The problem of producing electricity, heat and water pressure 
continuously and in adequate amounts is common to each of the hospitals. 
As the plants have been expanded by the addition of new buildings, the 
excess capacity has been reduced. At Fulton, the present building pro- 
gram when completed will demand the use of all three of the generators 
at peak load. There will be no stand-by generator in case of a breakdown. 


At St. Joveph the power plant is old and is adjacent to the kitchen. 
One of the boilers is so close to the wall that the heat is extreme in 
summer. An explosion would cause serious damage and in all probability 
loss of life. The present plant has but two old direct current generators. 
If and when the capacity of this plant is increased, it would be better 
located well away from the other buildings. 


At Nevada the power plant is operating at near capacity as it was 
not enlarged when new buildings were added ten years ago. 


The plant at Farmington has an old boiler which was repaired after 
being burned out and according to the engineer is no longer efficient. 
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He suggests that a new unit for preheating boiler water is needed, In 
addition a unit is requested to supply hot water to the hospital. Under 
the present arrangement the temperature cannot be properly regulated 
and at times scalding water comes out of the faucets. 


Both Nevada and Farmington are in need of coal handling equip- 
ment. At present coal is unloaded by hand and conveved to the stokers 
in wheelbarrows manned by patients. 


Appropriations of $112,500 at St. Joseph, and $183,500 at Nevada 
have been made for power plant repair. This should eliminate many 
of the existing difficulties at these institutions. 


FARM OPERATIONS 


In most states it has been the custom to carry on farming operations 
at all institutions where patient labor could be used. Missouri is no 
exception to this rule. Each of the state mental hospitals has operated 
a farm since its establishment. 


Originally farm operations were designed to produce as much of 
the food used as possible and by doing this with patient labor, to mini- 
mize institutional costs. 


In recent years this attitude has undergone some change. Psychi- 
atrists now tend to view all activities of the hospital, including farm opera- 
tions, as being conducted for the benefit of the patients. They hold that 
in the final analysis profit is secondary and farm operation ought not be 
considered solely as a business enterprise. 


Altogether the four hospitals use 4,736 acres of land. The state 
owns 3,613 acres and an additional 1,123 acres are leased (Table 28). 


TABLE 28. 
ACREAGE OWNED AND LEASED 


MISSOURI STATE HOSPITALS 
JUNE, 1948 


Fulton St. Joseph Nevada Farmington Total 


1 SS ga ae 1068 1005 840 700 3613 
(AE Re og eee 190 212 571 150 1123 


— ny ———. a — 


Bete eS 1258 1217 1411 850 4736 


Source: Compiled by the staff of the Committee on Legislative Research. 


Not all of the land owned by the state is under cultivation. The 
buildings and adjacent grounds occupy a sizeable acreage. This accounts 
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for the difference between the acreage used in production as compared 
to total acres controlled by the institution (Table 29). 


TABLE 29 


LAND USE 


MISSOURI STATE HOSPITALS 
JUNE, 1948 


Fulton St. Joseph Nevada Farmington Total 
Mield*crope; ss toxs os FE 108 135 775 215 1233 
Parent ears. 201 245 120 100 ~. 666 
Pagtnee iets nk sca ie 785 660 386 150 1981 
PGW ore ee aes 105 35 gemee 40 270 


hee 2 | a ea es Ie ee BL 1075 1371 505 4150 


Source: Compiled by the staff of the Committee on Legislative Research. 


The most carefully managed operation at each of the hospitals is the 
dairy. Each institution has a fine purebred herd of Holsteins. In 
order to supply a pint of milk daily for each patient and employee, over 
1,300 gallons of milk are required for the four institutions (Table 30). 
It can be readily understood that this quantity of milk would be diffi- 
cult, if not impossible, to secure from local dairies. 


Milk production at St. Joseph and Farmington in 1947 was not 
sufficient to meet the minimum requirement of one pint per day per 
patient (Table 30). During May 1948 three of the hospitals served milk 
at least twice each day but at St. Joseph it was served but once, and 
only on occasion twice daily. There is never a surplus at any of the 
hospitals for, as production increases, the additional milk is served the 
patients. 

TABLE 30 
DAILY MILK REQUIREMENT AND PRODUCTION 
MISSOURI STATE HOSPITALS, 1947 


Minimum daily 
requirement* Daily production 
in gallons” - in gallons 
BUMP rte se os San an Ge ee Te ee ie 380 482 
BOE PIU ita ate tna tas wok Gv ay chee eta cig te 362 316 
DWV AG hs Pay pn ction ine nae Chel a area hg 315 465 
Purmungedne nso. ne tee ce ks Cree. 268 250 


ROMA ek ce, OF Hey She eta Ries Ce ree See Ni as ome! 1325 1513 


*Based on one pint daily for each patient and employee. 
Source: Consolidated Dairy Report, Missouri Mental Institutions, March, 1948. 
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All of the herds are tested regularly for tuberculosis and Bang’s 
disease and infected animals are destroyed. In addition, milk is pas- 
teurized at each of the hospitals except Farmington, where pasteurizing 
equipment has been purchased and will soon be installed. 


In order to produce a supply of fresh vegetables for table use, truck 
gardening is receiving increasing emphasis at the state hospital farms. 
None of the hospitals is able at present to produce enough vegetables 
for year around consumption even though the summer surplus is canned. 


According to management, it has been found more advantageous to 
concentrate on vegetable gardening rather than on production of field 
crops. To purchase the necessary vegetables for the hospitals would 
entail enormous expense. Where intensive cultivation is practiced and 
weather conditions are favorable, the necessary crops can be produced 
in abundance. It may be possible in the future to produce enough vege- 
tables to last throughout the year as more land is devoted to this purpose. 

The production of pork is another significant operation of the hospital 
farms. The difficulty of securing a diet sufficiently high in protein is 
partially offset by the production of meat. A valuable by-product is 
lard for baking and cooking. During 1947 more than 650,000 pounds 
of pork and 100,000 pounds of lard were processed (Table 31). 


TABLE 31 
PORK AND LARD PRODUCTION 
MISSOURI STATE HOSPITALS, 1947 


PRODUCTION IN PCUNDS 


Fulton St. Joseph Nevada Farmington Total 
NN i Se Se 150,550 237,065 171,946 97,017 646, 578 


| 270 eRe ae pea ee an 34,130 4 ee Ys 40,000 6,000 101,487 


Source: Compiled by the staff of the Committee on Legislative Research. 


At all the hospitals garbage is fed to the hogs. This is a source of 
cheap feed. The garbage is picked up daily and taken to the hog farms 
where it is fed on.the ground. Recognizing that this is not a sanitary 
practice, two of the hospitals have made plans for concrete feeding 
platforms. Sanitary engineers from the State Division of Health 
now recommend that all garbage fed to animals be sufficiently cooked to 
destroy disease germs. None of the hospitals has the necessary equip- 
ment to do this at present. 


Only two of the hospitals operate poultry farms. At St. Joseph 
and Fulton it is felt that poultry products can be purchased more econom- 
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ically than threugh production at the hospital. It is especially difficult 
to secure the services of a trained poultryman and without these services 
the chances of success are not good. 


Nevada has a laying flock of approximately 1400 hens. During 
1947 close to 17,500 dozen eggs were produced and 500 hens and 900 fryers 
dressed for table use. 


At Farmington poultry and egg production is emphasized more than 
at Nevada. In 1947 around 33,000 dozen eggs and 15,000 pounds of 
dressed chickens were produced. In addition a turkey flock is maintained 
and over 12,000 pounds of dressed turkeys were processed in 1947 (Table 
32). At this hospital a trained poultryman is in charge. 


TABLE 32 
POULTRY PRODUCTION 
NEVADA AND FARMINGTON STATE HOSPITALS, 1947 


Nevada Farmington Total 
Bee raat pats ee ne 17,780 Doz. 33,214 Doz. 50,994 Doz. 
Dressed Chickens......... 6,898 Lbs. 15,788 Lbs. 22,686 Lbs. 
WPROBBE UUFKOVE. cca ts oy ee ee 12,695 Lbs. 12,695 Lbs. 


Source: Compiled by the staff of the Committee on Legislative Research. 


Canneries have been maintained at the hospitals for many years. 
The chief value of a cannery lies in the preservation of food for winter 
use that would otherwise be wasted. For example, several carloads of 
government surplus apples were distributed to the hospitals during May 
1948. At each institution several thousand gallon cans of apples were 
processed and stored for winter consumption. In addition, much garden 
produce, such as greens, beans, peas, and tomatoes, is canned each year. 


The operation of these farms is a major undertaking involving the 
investment of thousands of dollars of state funds in land and equipment. 
The value of these operations lies in the production of needed food for 
hospital consumption, combined with the benefit of outdoor work for the 
patients. For this reason, no attempt is made here to show the profit 
or loss to the state. 


IX. Methods of Admission to State Hospitals 


It is not easy to obtain treatment for mental disease. Getting into 
a state hospital involves almost as much red tape as getting out of the 
army. <A person with pneumonia is sped to a hospital in an ambulance; 
a person raving with dementia praecox may be held in a jail cell for as 
long as five days before being sent to a state hospital. 


Admission to state hospitals has traditionally been a legal procedure. 
Back in the days when the asylum was a dread place mentioned only in 
whispers, it was believed that when a person lost his reason he must be 
hidden away from society for the rest of hisdays. This was a serious step. 
Only one person had to be wrongfully shut up in an asylum for the law 
to demand additional safeguards to protect citizens from the wiles of 
scheming villains. The inheritance of a cumbersome legal process for 
admission has been a consequence. The progress made in the treatment 
of mental disease has not in every case been accompanied by a correspond- 
ing advance in the legal procedures dealing with the afflicted before they 
reach the mental hospital. 


METHODS OF ADMISSION IN MISSOURI 


The procedure established in 1855 for comitting the deranged to the 
first ‘‘asylum for the insane’’ is largely followed today. Since the 
time this early law was enacted, treatment has risen above the level of 
the straitjacket. The process of admission, however, remains for the 
most part in that primitive stage permitting arrest and jail confinement. 


The great majority of all patients in the state hospitals are admitted 
in one of two ways. Those unable to pay for their treatment must 
go through a probate court and become the charges of a county. Those 
able to finance their hospitalization can be admitted on tHe certificate 
of two physicians. The former are ‘‘county patients’ and the latter 
“private patients.” 


The procedure established in 1855 for admitting indigent patients 
was transferred from the jurisdiction of the county courts to the probate 
courts in 1945.! A person seeking admission for another must fill in 
and file with the court a verified statement that he believes the person 
to be insane. The court must then serve a notice on the alleged insane 
person, informing him that a hearing will be held at a certain time and 
place and that he has the right to be present and to be assisted by counsel. 
If the person is considered violent or dangerous, a warrant may be issued 


1Laws Mo. 1945, p. 905 §9335 to §9339 
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authorizing the sheriff to ‘apprehend . . . and confine’? him until the 
time of the hearing. The county jail is the customary place of con- 
finement. 


The law specifies that the notice must be served a ‘‘reasonable time”’ 
before the hearing. In practice, the courts hold hearings five days after 
serving notice. The purpose of the delay is to allow the person time to 
prepare a defense against the charge of insanity. 


The hearing may be held before a jury, but this right is most often 
waived. If there is no attorney representing the person, the court ap- 
points one to represent him. At least one of the witnesses the court 
examines must be a ‘‘reputable physician”’ who shall testify as to the per- 
son's mental state. The court also inquires into the extent of the person’s 
estate, for the county is legally responsible only for those who cannot 
pay the fifty dollars per month charged private patients. 


If the testimony justifies such action, the court issues an order 
stating that it has found the person to be insane and a “fit subject to 
be sent to a state hospital’’ A warrant may then be issued to the sheriff 
authorizing him to ‘‘arrest such insane person and convey him to the state 
hospital.’’ The transportation may be handled instead by the person's 
relatives. 

The procedure for private patients is considerably different.2. Those 
arranging the admission must fill in an application form and submit it 
to the hospital superintendent. Accompanying this must be a verified 
certificate signed by two physicians stating that they have examined the 
person within the last two months and believe him to be insane. The 
superintendent has the authority to accept or reject the patient. No 
patient will be admitted until the hospital has received $150 in cash 
(payment in advance for three months) and a bond executed for $500. 


In 1935 a law was passed authorizing admission without court order 
for those not able to enter as private patients.’ The superintendent 
of a state hospital is given the authority to treat for six weeks “indigent 
residents” of the state who meet certain conditions. First, the person 
must be sane; second, he must be -‘suffering from a nervous or mental 
illness or other affliction” for which the hospital can offer treatment, and 
third, ‘“he must qualify as likely to become a public charge”’ in the absence 
of such hospital treatment. All of these exacting conditions are seldom 
combined in one person, and the procedure is not in current use. Few, 
if any, patients have been admitted under this law. 


By the provisions of a 1945 statute, persons can obtain treatment 
without admission.4 The state hospitals are authorized to give ‘‘treat- 


2R. S. Mo. 1939, § 9322 to § 9327 
7R.S. Mo. 1939, § 9357. 
‘Laws Mo. 1945, p. 913. 


77 


ments or injections of serum’’ to those ‘‘who may be suffering from 
nervous or mental diseases, but who do not need hospitalization.’’ Per- 
sons so treated are known as ‘“‘out-patients.’’ The charge is limited to 
five dollars per treatment. No charge is made to those certified as 
indigent. 


The admission of alcoholics and drug addicts follows the same pattern 
as that for mentally ill persons going through the probate courts.’ Drug 
addicts may voluntarily submit themselves for treatment by signing a 
declaration of intent in a probate court. 


Persons who are charged with a crime and are suffering from a mental 
disease can be admitted only after a jury trial.6 The special problems 
in connection with criminal law will be discussed in the next chapter. 


When it is found in a probate court proceeding that a person is a 
veteran, he may be sent to a Veterans Administration hospital instead of a 
state institution.’ 


PROBLEMS IN CONNECTION WITH ADMISSION 


The poor are, in certain respects, at a considerable disadvantage 
in gaining admission to a state hospital. They have recourse only 
to the cumbersome and distasteful court procedure, while those with 
financial means can gain admission quicker and more easily on the 
certificate of two physicians. The hurdles placed in the path of indigent 
persons merit closer attention. 


The necessary procedure is so unpleasant and so involved that for 
many it makes admission a last-ditch measure. Few want to submit 
to the unfavorable publicity attached to the public hearing. The person 
committed on a court order loses all civil rights. It is easy to understand 
why many families hesitate to use this process. If eventually the fester- 
ing ailment erupts in acts of violence or attempted suicide, admission is 
then forced upon the reluctant family. 


Once. started, the machinery for court admission moves slowly. 
The practice of holding the hearing five days after the application is 
universal. A proper and thorough investigation of the person’s estate 
to determine his financial responsibility is time-consuming. Sometimes 
county courts, which must authorize the payment of six dollars per month 
to the hospital, are not in session. Further delay results. The longer 
the illness persists before therapy begins, the more difficult it is to effect 
animprovement. All delays work to the disadvantage of the sick person, 
the doctors who treat him, and the state which pays for his prolonged care. 


5R.S. Mo. 1939, § 509 to § 517. Fs 
§R. 8. Mo. 1939, § 9348 to § 9351. 
TLaws Mo. 1947, Vol. I, p. 4, § 15. 
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Perhaps the most serious defect of the process is the lack of a pro- 
vision for handling violent victims of the disease. There is no law which 
permits such persons to be taken directly to a state hospital. County 
sheriffs have no facilities for properly caring for them. There is little 
wonder that hospital staffs become discouraged when they receive pa- 
tients who have spent a week or so in a county jail. 


A problem common to both the major methods of admission is the 
requirement that either the court or two physicians certify that the per- 
son is ‘‘insane.’”” Now “‘insanity’’ is not identical with ‘‘mental illness.” 
The one is a legal and the other a medical term. Suffice it to say that 
many people become mentally ill without meeting the legal tests of in- 
sanity. Missouri is by this provision legally excluding all those in the 
early stages of mental disease from state hospital treatment. What is 
happening is in effect equivalent to requiring a house to be engulfed in 
flames before the fire department can be summoned. Those with mere 
smoldering fires of mental disorder cannot be admitted. This all-or- 
nothing policy hampers any attempt to stamp out mental illness in its 
early stages. 


The course followed by a private patient in gaining admission, 
though simpler than the court route, has its limitations. In the first 
place, the law specifies that “‘the indigent insane . . . shall always have 
preference over those who have the ability to pay.’’® It would seem that 
patients should be admitted according to their needs, not their financial 
status. The second restriction placed on this method is the charge. 
There are many who are not able to pay fifty dollars per month for their 
treatment. They would be glad to spend a lower amount within their 
means in order to by-pass the unpleasant court admission. These 
conditions limit the use of the private-patient method to small numbers. 


The problem in Missouri then is largely one of lack. There are no 
provisions for admission that offer all persons quick and easy access 
to state hospital treatment. 


METHODS OF ADMISSION IN OTHER STATES 


Other states have difficulties similar to those in Missouri. Many 
have minimized these problems in recent years by enacting procedures 
which facilitate quick admission. To find such laws one need only cross 
Missouri’s borders into the neighboring states of Arkansas, Illinois, 
Iowa, Kansas, Nebraska or Oklahoma. 


Under a procedure known as ‘‘voluntary admission,’’ a person 
goes to a state hospital and presents a signed application for treatment 


8R. 8S. Mo: 1939, § 9330. 
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to the superintendent. After examining him, the superintendent uses 
his own discretion in accepting or rejecting the applicant. 


Each of the six bordering states mentioned above provides for 
such a method. Although it is characteristic that the person authorize 
his own admission, some states make the procedure available to those too 
sick to admit themslves. A person’s near-relative or guardian can make 
the application for voluntary admission in Arkansas and his relative or 
attorney can do so in Illinois. The parent or guardian of a minor can 
make the necessary arrangements in Arkansas, Illinois and Oklahoma. 


No time limit is set on the hospitalization in the usual case. The 
patient has the right to leave after giving written advance notice of his 
intent. 


Although the application alone is necessary in most states, a physi- 
cian’s certificate is also required in Kansas. 


The voluntary method has its principal value in permitting quick 
admission to persons before their disorders become deeply intrenched. 
The method is open to all, does not apply a label of ‘‘insane,’’ and does 
not take away civil rights. 


Forty-two states have provisions for voluntary admission. Missouri 
and five others do not. 


Arkansas, Illinois and Oklahoma have eliminated the practice of 
holding incompetents in jails by establishing a method of ‘‘emergency 
admission.”” In these states a person with an acute psychosis making 
him dangerous to himself or others may be taken directly to a state 
hospital. A physician must certify that the person needs immediate 
hospital care and a relative must fill in an application form. Emergency 
admission is usually authorized for a limited period. Fifteen days is 
specified in Illinois, and ten in Oklahoma. The person arranging the 
admission must obtain authorization for a longer residence in the hospital 
before the end of the emergency period. The importance of this method 
for violent patients is clear. 


By means of an “observational admission’ a person can secure 
treatment for a two or three month period without a formal court hearing. 
In Iowa and Oklahoma two physicians authorize such an admission by 
certifying to a hospital superintendent that the person needs diagnosis 
and treatment. An application form must accompany the medical 
certificate. The superintendent has the power to grant or refuse ad- 
mission. 

In Kansas and Oklahoma a judge can authorize observational ad- 
mission without holding a hearing. By this means a judge can obtain the 


%Alabama, Florida, Georgia, Mississippi and North Dakota. 
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opinion of hospital authorities before issuing a final court order. In 
Oklahoma all admissions through a court are for an observational period 
at the outset. Hospitalization for a longer period is authorized auto- 
matically on receipt by the court of a hospital superintendent’s certificate 
stating the need for prolonged care. 


Sixty days is the limit placed on observational admission in Iowa 
and Oklahoma. The completion of examination and treatment termi- 
nates it in Kansas. 


The observational procedure permits quick admission. It avoids 
the delays of a court hearing. It provides accurate information .as to 
the need for further treatment, and it does not entail an insanity decree 
or the loss of civil rights. 


There has been a movement in the last five years to bring up to date 
legislation affecting the mentally ill. In 1943 Arkansas made a complete 
revision of its mental hygiene laws, adding some of the methods of ad- 
mission discussed above. Illinois followed suit in 1945, and Oklahoma 
and Oklahoma and Nebraska in 1947. Iowa and Kansas each added a 
new method of admission to their statutes in 1947. By revision in their 
mental hygiene laws, these states have attempted to remove the obstacles 
that have impeded the early treatment of mental disease. 
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X. The Criminal Law and Psychiatry 


A problem of no mean proportion is presented in the proper dis- 
position of the mentally ill person who is charged with crime and who 
may or may not be responsible for his act. It is in this area that the 
legal and medical professions have recently come in contact with each 
other. Fundamentally criminal law is based on ethics and is concerned 
with the relation of one member of society to the others. Psychiatry 
is interested in individual human behavior, which after all, is essentially 
the same. Yet the law has primarily interested itself in the criminal 
act, while psychiatry has placed the emphasis on the actor. It is here 
that psychiatry and the law are at variance. It is more than a differ- 
ence in the use of terms. 


Civil law has long recognized the need for care of the mentally ill 
person so long as he has not broken the law. Provisions for public 
hospitals, care and treatment, methods of admissions, and guardianship 
proceedings, all attest this fact. Yet, once having become a violator, 
the criminal law has been peculiarly slow to afford him the same care and 
treatment. It has set up rigid and arbitrary tests for legal “insanity,” 
while generally ignoring medical and scientific knowledge of mental 
illness. 


WEAKNESSES IN PRESENT CRIMINAL-INSANE LEGISLATION 


The word “insane” is a legal term which has no clear-€ut technical 
meaning either in law or in medicine. It .is used in the statutes to 
designate either of two conditions: (1) any type or degree of mental 
illness, or (2) a degree of mental disorder which requires commitment to 
an institution. Very often the term is used in the law without any 
indication of which of the two meanings is intended. For example, 
some states have provisions that no act can be punished which was com- 
mitted in a “‘state of insanity.’ In one decision this was interpreted 
to mean that no person suffering from a mental disorder of any kind could 
be punished.!' Most courts, however, interpret such statutes to include 
only those who are so mentally disordered as to come within the test of 
responsibility which is accepted in the jurisdiction. 


Psychiatrists use the term ‘‘mental illness’’ to indicate any state of 
deviation from the so-called normal. Recognizing that there is always 
variation in the degree of illness, this broad term is broken down into 
various classifications. Not all mental illness is so severe as to preclude 
a knowledge of right and wrong. 


lAdair v. State (1911) 6 Okla. Crim. 284, 118 Pac. 416, p. 136. 
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At present in most states the law seeks to base the determination 
of insanity upon one or more of three tests. These are: (1) a knowledge 
of right and wrong, (2) the existence of delusion, and (3) the existence 
of an irresistable impulse. Both the defense and prosecution are priv- 
ileged to secure expert medical witnesses. It is at this point that the 
“‘battle of the experts’ takes place. The witnesses for both sides are 
often subjected to lengthy hypothetical questions and heckling cross- 
examination until juries in their confusion have been forced to render 
decisions as to the mental condition of accused persons without the in- 
formation which clear-cut medical testimony should be able to give them. 


Three fundamental weaknesses stand out in criminal insane legis- 
lation now in operation in most states: (1) There is a lack of proper 
expert examination of persons accused of crime before trial which often 
results in conviction of persons actually insane who must be trans- 
ferred to a mental hospital soon after being sent to prison. (2) Tests 
of responsibility are not applied in the light of modern psychiatric 
‘knowledge. (3) Juries are rarely given the benefit of competent and 
unbiased expert judgment on the question of the mental condition of the 
defendant. On the contrary they are often confused by the conflicting 
testimony of those experts testifying for the prosecution and those in 
behalf of the defense. 


These in brief are the problems that confront the courts operating 
under present criminal insane legislation. Only in a few states has the 
legal concept of insanity changed substantially in the last fifty years. 
Under present procedure the plea of ‘‘not guilty by reason of insanity” 
has developed an odious meaning in the minds of the general public. 
Because of the way in which it has been presented, expert testimoney 
has often become discredited. 


CRIMINAL INSANE LAWS OF MISSOURI 


As in most other states, the Missouri laws dealing with the criminal 
insane have not been amended or changed for many years. The present 
laws provide that the jury shall decide the question of insanity and 
whether or not the defendant has recovered.2 If recovered, the de- 
fendant is discharged from custody. If not recovered, the court may 
commit him to the state hospital if it is felt that it is unsafe for him to be 
at large.’ 


Persons who become mentally ill while serving sentences may 
also be sent to the state hospital by order of the governor.’ The governor 
may also pardon a person who recovers in a mental hospital provided 


2R.S. Mo. 1939, § 9348. 
3R. S. Mo. 1939, § 9349. 
4R. S, Mo. 1939, § 4191. 
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he has served two-thirds of his sentence before becoming mentally ill. 
For persons who become mentally ill before or during execution of sen- 
tence, provision is made whereby the governor may commute or suspend 
sentence. If sentence is suspended the person must serve it upon 
recovery. 


The legal test for insanity in Missouri is the individual’s capacity 
to distinguish between the right and wrong of his act at the time of com- 
mitting it. This is the only test applied and the jury must make the 
determination either with or without the benefit of expert testimony. 
Here the Missouri courts are in the same dilemma as those of many other 
states. Both side seek to prove opposite contentions by means of this 
testimony. To be of maximum benefit to the jury, which it must be 
remembered is always composed of laymen, medical testimony should 
be presented by qualified psychiatrists who represent neither side and 
whose testimony could be considered impartial and unbiased. 


Another difficulty in Missouri is a result of the joint state-local 
financial responsibility for the mentally ill. Where criminally insane 
persons are committed from a county but are not legal residents of that 
county, the state hospitals are unable to collect the local monthly charge 
for their care. A slight modification in the present law would make 
counties financially responsible for those persons. 


APPROACHES TO THE PROBLEM 


Some of the larger cities, and at least three states, have attempted 
legal reforms designed to eliminate some of the weaknesses of the present 
criminal insane laws. Chicago, Boston and Detroit for example main- 
tain psychiatric clinics in connection with their municipal courts. 
All persons who are charged with serious crimes or whose mental con- 
dition is in doubt are examined in these clinics immediately after arrest. 
A report is made to the court where it is determined whether the indi- 
vidual should be released on bail or referred to the division of mental 
diseases for further study. If the examination reveals the presence of 
mental illness, the court may recommend commitment to an institution. 


The Briggs Law in Massachusetts which became effective in Sep- 
tember 1921, provides that whenever a person is indicted for a capital 
offense or is known to have been indicted for any offense more than 
once, he is to be reported to the State Department of Mental Diseases. 
The department appoints two psychiatrists to examine the defendant 
and report on his mental condition. This report is available to the court, 
the district attorney, counsel for the defense, and under a recent amend- 
ment, to the probation officer. This plan is said to have the following 


5R.S. Mo. 1939, § 9353. 
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advantages: (1) it eliminates the necessity for laymen to determine 
whether or not the defendant is mentally ill, (2) the examination is made 
by a neutral unbiased agency, and (3) an examination immediately 
atter arrest may eliminate the necessity for a long expensive trial, thus 
protecting in some measure the mental health of the offender. One 
disadvantage of the plan is that the examinations are given only to cer- 
tain types of offenders (those indicted for capital offenses and re- 
cidivists). Another possible weakness lies in the fact that examinations 
must often be given on short notice and as a result are sometimes not as 
conclusive as they should be. 


During the first nine years this law was in operation, 1365 de- 
fendants were examined. Of this number 259 or 18.9 per cent were 
found to be mentally ill. Studies of the operation of the law reveal 
that, on the whole, courts have been inclined to follow the recommenda- 
tions of the examiners. Defense counsels have also cooperated to an 
extent which few had expected. The psychiatrists’ report has usually 
been accepted by both sides and no other medical testimony has been 
introduced. 


New York in 1936 amended a then-existing law of a similar nature, 
to insure the services of a qualified psychiatrist on an examining .com- 
mission. This commission consists of a lawyer, a layman, and a psy- 
chiatrist. All persons charged with felonies are examined if there is 
any doubt about their mental condition. If found psychotic or mentally 
defective the court may commit them to the proper institutions. 


These laws have marked an attempt to treat the mentally ill offender 
in a just and humane manner, and to eliminate the ‘‘battle of the experts”’ 
which has so often been confusing to juries. 


THE PSYCHOPATHIC PERSONALITY 


The problem presented by the psychopathic personality is so serious 
that it is deserving of special consideration. This type of person ex- 
hibitg a certain kind of behavior which is anti-social. Yet he is not insane 
either in the legal or medical sense. Persons who fall into this classi- 
fication usually have continuous histories of instability and maladjust- 
ment dating from childhood. They are frequently. in trouble and if 
sent to prison, they are difficult to manage and when released they 
immediately get into trouble again. If sent to a mental hospital they 
are also troublesome and are usually discharged soon as “without 
psychosis.” For the worst of these psychopaths there is no known specific 
cure, and the only satisfactory control seems to be that of isolation. 


From a medical point of view these persons are unfortunate and 
deserve special consideration. They seem to be unable to control their 
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impulses. While at liberty they are destructive and a menace. As a 
rule they do not improve during a prison term and are likely to be more 
dangerous following release. 


The usual history of the psychopath is that at first he is sentenced 
for short terms for minor infractions of the law. Sooner or later he 
commits a serious crime with seemingly no motivation. If detected and 
tried the question of insanity arises. Since the psychopath is neither 
legally insane nor medically sap aaeseas there is no place for him except 
in a penal institution. 


Since the psychopathic personality is readily diagnosed, some 
criminologists now recommend that this type of person be segregated in 
special prison units or in special hospitals where they could remain 
until a definite improvement occurs or a specific cure is discovered. 
Although such treatment is drastic it may be the only way to reduce the 
number of seemingly senseless crimes that so often make the headlines 
of our daily newspapers. 
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XI. The Control and Prevention of Mental Illness 


Increasing populations and overcrowding continue to plague the 
state hospitals. The average daily population of the Missouri hospitals 
was 8899 in July 1947. It reached 9016 in July 1948. Admissions 
totaled 931 in the first six months of 1947. They rose to 1020 in the first 
half of 1948. The hospitals have 16 per cent more patients than they 
were built to accommodate (Table 33). 


The present building program will relieve overcrowding to a degree. 
A constant expansion of physical facilities is, however, only ore method 
of meeting the problem. There are two other ways. One i3 to reduce 
the present hospital ‘populations and the other is to lessen the number of 
admissions. The control and prevention of mental illness seek to bring 
about these ends. 


TABLE 33 
POPULATION, RATED CAPACITY AND OVERCROWDING 
MISSOURI STATE HOSPITALS 


JULY, 1948 
Average daily Rated Per cent 
population capacity* overcrowding 
Fler es ee a eoaleate os 2575 2400 1.3 
orgie [(co 8 PAS Re en Ganabere eae a GEN Sap 2504 2200 13.8 
ENGUAG Ay tc oo ila He ieee an eae 2076 1600 29.8 
Pannieetincssc ss. keer Se ee 1861 1600 16:3 
Alitinanitalss: 00005. i ea 9016 7800 15.6 


Source: Compiled by the staff of the Committee on Legislative Research. 


METHODS OF REDUCING HOSPITAL POPULATIONS 


Visits to the hospitals brought out the fact that the doctors would 
like to carry on more treatment than is possible at present. Some 
therapies known to the profession are not used, and others are limited in 
application. Hospital staffs feel that an increased degree of active treat- 
ment would permit more patients to be sent home and would reduce the 
number transferred to custodial wards. 


Treatment alone cannot be expected to diminish populations. 
At the present time the hospitals are troubled by the large numbers that 


*Superintendents’ estimates of capacity. 
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return for further treatment. For each 100 paroled in 1947, another 
46 came back within a year of release. For every 100 discharged, 34 
were readmitted. Staff physicians know why these returns are high. 
None of the hospitals has a program of follow-up care for supervising the 
paroled or discharged patient. When a person leaves one of the state 
hospitals he is thrown completely on his own tottery resources. Most 
often he goes back to his home and coines face to face with the same 
problems that brought about his collapse. Cool receptions in the 
community are usually more prevalent than understanding help. Under 
a program of supervision the patient would be visited once or twice a 
month by a psychiatric aide and would be given help with his problems. 
The hospitals know that with adequate follow-up supervision they can 
help many patients adjust to normal life and prevent their return to 
the hospital. 


Staff doctors are aware that with further treatment and proper 
supervision a certain number of patients sitting on custodial wards could 
be care for outside the hospital. They are responsible for so many 
natients that routines of admission and custodial care consume all their 
time. There is little opportunity for screening these. sitters to find 
the ones suitable for further treatment or for home care. Such exam- 
inations would be a first step in reducing custodial populations. 


At each hospital there are a few patients who are well enough for 
home supervision but who have no relatives. Then there are those un- 
fortunate ones whose relatives will have nothing to do with them. Both 
these types are suitable for a plan called “family care’’ under which 
foster homes are established for supervision outside the hospital. States 
utilizing- this plan employ psychiatric aides to.investigate” homes willing 
to board mental patients in return for a fee from the state. Staff doctors 
carefully select those well enough for life away from the hospital. The 
aide pays regular visits. Placement in family care helps a person 
move from dependency on the hospital to self-support. Many respond 
favorably to the homelike atmosphere and are later discharged. The 
plan is therefore a proven therapy as well as a method of reducing 
custodial populations. 


PREVENTION 


Any plan aimed at preventing the development of mental disease 
is valuable to a state hospital because it reduces the number of persons 
requiring admission. Prevention begins with the child. Doctors know 
that many psychiatric disorders are traceable to emotional flaws orig- 
inating early in life. Any help that can be given parents to insure the 
development of sturdy personalities in their children is a proper function 
of prevention. 


—— 
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Doctors know too that infections in a prospective mother can be 
passed on to the growing embryo in the form of damage to the develop- 
ing brain or nervous system. They also understand that a mother’s 
fears and anxieties about the event of childbirth condition to a certain 
extent her attitude toward the new baby. Her emotions may be later 
reflected in her child. The ‘‘maternal health clinics’? operated by 
departments of health are agents of prevention in many states. 


Psychiatrists are aware that with babies the problems of weaning, 
feeding and toilet training involve emotional as well as physical adjust- 
ments. Many mothers welcome help at this stage of development. 
For some children, the arrival of a baby brother or sister or the first year 
in school takes on the aspect of a major crisis. These events sometimes 
leave their marks. Mothers often need help to diminish the influence 
of these occurrences. In states operating ‘‘well-baby clinics,’’ the 
services of psychiatrists and nurses are available for consultation. The 
guidance offered in these clinics may prevent the development of emo- 
tional conflicts that later attain the proportion of mental aberrations. 


Parents are not always able to recognize the signs of maladjustment 
in their children. Yet when an emotional difficulty is discovered early 
it can usually be resolved before a whole life is built upon it. School 
teachers, family physicians and public health nurses can be agents of 
prevention by detecting symptoms of personality disorders and referring 
children to proper treatment. The school room offers especially good 
opportunities .to discover conflicts in children. The school health ex- 
amination can be valuable in this respect. Judges of juvenile courts are 
presented with children exhibiting behavior problems often stemming 
from emotional upsets.. In short, all those who work with. children 
can become agents of prevention by being on the alert for the storm 
warnings of mental sickness. 


The ‘‘child guidance clinic’’ grew out of the need to treat the behavior 
problems of juvenile offenders. The clinics are no longer limited to 
delinquents; they offer diagnosis and simple psychotherapy for all children 
in: need. Counseling service for parents is an important part of their 
services. A psychiatrist, psychologist and psychiatric aide make up 
the usual staff.of a child guidance clinic. 


Preventive work, though most valuable in early years, is not 
limited to children. Psychiatric disorders are often not noticed until 
later in life. Early treatment can still ward off the development of a 
severe psychosis. It ought not to ve necessary to enter a state hospital 
to obtain such therapy. 


In certain localities, persons with symptoms of growing nervous 
disorders can go to a “‘community mental hygiene clinic.”” Here they 
can obtain diagnosis, psychotherapy and counseling. In many _ cases 
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this treatment is sufficient. When admission to a hospital is necessary, 
the clinic can help make the arrangements: 


Some communities are not large enough to support such a clinic 
on a full-time basis. A “traveling clinic’’ covers a wide area by operating 
at regular intervals in selected towns. Several teams of psychiatrists 
and aides can serve a whole state by holding clinics in towns of strategic 
location several times a month. In addition to diagnosis and treatment, 
the traveling clinic can, perform the important function of supervising 
paroled and dischagged patients. The traveling clinic bridges: the 
gap between the community and the state hospital. 


An “‘out-patient clinic’ located at a state hospital can be of great 
service to the surrounding territory. An example can be found at Farm- 
ington where each month thirty to forty persons receive treatment for 
mental maladies without being admitted to the hospital. The value of 
such a clinic is indicated by the wide reputation of the one at Farmington. 


There is no program for prevention in Missouri. The Division 
of Mental Diseases operates no mental hygiene clinics. The state Divi- 
sion of Health has a number of maternal health and well-baby clinics 
under its direction. The division plans to train the personnel in these 
clinics in the safeguarding of mental health. 


PUBLIC EDUCATION 


Any preventive program must be based upon an enlightened public. 
People will not make use of clinical facilities unless they understand the 
value of early treatment. Public education is an important sideline of 
prevention. 


For the great majority of the populace, mental illness is enclosed 
in a sheath of fear and ignorance. Half the battle against the disease 
is getting the public to realize that the personality disorder is treatable, 
that many will succump to it, will receive therapy for it, and will return 
to normal, productive lives in their communities. 


The scope of public education in mental hygiene is wide. Parents 
can be taught aids to healthy child development, the signs of emotional 
strain, and how to obtain early treatment. School teachers can be trained 
in the recognition of maladjustment. Physicians, ministers, judges and 
welfare workers can through education be made agents of prevention. 


Because it is an arm of the state haspital reaching into a com- 
munity, the mental hygiene clinic can be an instrument of public educa- 
tion. By means of educational films, lectures and demonstrations, it 
can reach school children and adult groups. Schools, parent-teachers 
associations and civic organizations can cooperate with the clinic in 
creating public understanding. 
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In Delaware, public school children are taught the fundamentals 
of mental health in classes in “human relations” that are gaining wide 
popularity and are spreading to other states. 


Not operating community or traveling clinics, the Missouri state 
hospitals carry on only a limited degree of public education. They 
offer lectures and trips through wards to visiting high school and college 
groups. Superintendents and physicians give lectures before local clubs 
when called upon. Aggressive, widespread programs of public education 
cannot be conducted without reaching out into the state as a whole. 


RESEARCH 


Data compiled at two hospitals, Fulton and Nevada, showed that 
43 per cent of the resident patients in 1947 were suffering from dementia 
praecox (schizophrenia). If a cure were to be discovered for this one 
affliction alone, the state hospitals could reduce their populations mate- 
rially. Medical science is the first to admit that the mystery of mental 
disease remains unsolved. 


Research is man’s tool for probing the unknown. By it he has laid 
bare many of nature’s secrets. It is possible that the answer to mental 
disease will come out of a research laboratory. 


States, in their responsibility for the sick in mind, have an interest 
in research. They see it as an implement for attracting trained per- 
sonnel and for improving the quality of treatment as well as a means to 
increase the knowledge about an obscure ailment. Those state hospitals 
carrying on research are noted for their capable doctors, their extensive 
treatment, and their high discharge rates. 


Admittedly, not every state hospital can conduct a research program. 
Staffs must exceed the requirements; laboratories must be available. 
Some states have concentrated the functions of research and training 
in one central hospital operated in conjunctien with an educational 
institution. In such hospitals young doctors receive training in psy- 
chiatry, and patients receive the benefits of treatment carried on in the 
light of research findings. 


THE NATIONAL MENTAL HEALTH ACT 


The development of preventive programs in individual states would 
be far more difficult were it not for a federal law enacted in July 1946. 
The National Mental Health Act? was designed to attack mental disease 
from the point of view of prevention rather than routine care and treat- 
ment. It is framed with the purpose of increasing local mental health 
facilities, expanding research and training programs and developing 


2Public Law 487, 60 Stat. 421. , 
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public interest and understanding. Under this law, the federal govern- 

ment becomes a partner with each state in the prevention of mental 
illness. Provisions in the statute call for grants-in-aid to states to help 
them develop clinics, research projects and training programs. 


In order to qualify for federal funds under this act, states must 
designate a mental health authority and submit a plan and -budget for 
a preventive program. Missouri has not received any funds under the 
law because the proper agency for handling prevention was not decided 
upon until July 1948. The Department of Public Health and Welfare 
has been named the mental health authority in Missouri. The depart- 
ment in turn has delegated the function of prevention to the state Division 
of Health. This division has made plans which include first, the training 
of all present field personnel in preventive mental hygiene; second, the 
coordination of prevention with existing state clinics of all varieties; 
in, the establishment of mental hygiene clinics and fourth, the use of 
traveling clinics. These plans have not yet been put into operation 
because of the inability to hire the necessary personnel. 


The question has been raised as to the propriety of delegating the 
function of preventive mental hygiene to the Division of Health. Al- 
though this division has programs of prevention for tuberculosis and 
syphilis, its interests are predominantly in the field of physical ailments. 
That it can acquire in addition the techniques of dealing with the 
mentally ill is subject to question. The Division of Mental Diseases, 
by the very nature of its work, already has the knowledge needed for 
carrying on a preventive program. In addition, the Division of Public 
Welfare has home visitors who could assist in this work. It would 
therefore seem that the function of prevention could best be carried on 
by all three of these divisions in close coofdination. Since the three are 
grouped in Department of Public Health and Welfare under a single 
administrative head, the framers of the 1945 Constitution must have 
contemplated such an integration. The Division of Public Welfare 
comes in contact with mental illness through its case workers. The 
various clinics of the Division of Health serve many people; some un- 
doubtedly have emotional disorders. Full use of these existing facilities 
could be made in preventing mental illness. The L vision of Mental 
Diseases needs: to maintain contact with patients outside the state hos- 
pitals. Mental hygiene clinics under its jurisdiction could serve the 
double function of supervision and prevention. The need for the close 
integration of these three divisions is evident. 


The deportation of non-resident patients is another field in which 
these divisions might work together. At present, a state harboring a 
mentally ill resident of Missouri requests the Division of Public Welfare 
to authorize the transfer of the patient to a Missouri state hospital. 
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The division, lacking authority in the matter, notifies the probate court 
of the person’s county of residence. The court usually refuses to au- 
thorize the patient’s return. A similar situation exists when a person 
from another state becomes mentally ill in Missouri. No state or local 
agency has the legal authority or funds to deport the person. The 
facilities for handling deportation already exist in Missouri; the granting 
of legal authority to some one agency and provisions for the payment of 
the necessary expenses are all that is needed. 


STATE MENTAL HEALTH PROGRAMS 


Some states have adopted the function of prevention, research and 
public education by means of legislation. Examples are to be found in 
recent laws of Arkansas and Indiana. On the Arkansas statutes is an 
act designed “‘to protect the mental health by providing for a state 
mental hygiene program.’”* The law empowers the state division of 
mental hygiene to establish and direct mental health clinics and child 
guidance clinics. It also authorizes a program of education in mental 
hygiene in cooperation with civic groups and lay organizations. 


An Indiana law gives the state mental health council the power and 
duty to establish and operate mental health clinics, to institute programs 
of public education and to construct and direct a hospital at the state 
university in order to utilize the personnel and facilities of the medical 
school in research and training in psychiatric disorders.‘ 


By means of such laws and with the help of grants-in-aid from the 
federal government, many states have made progress towards the control 
and prevention of a disease that has long run rampant throughout the 
land. 


* * * * * 


Missouri is neither at the head nor the rear of the procession of 
states in the care of the mentally ill. The lurid charges which have 
been made so frequently of late against some states are not applicable 
here. Missouri state hospitals, on the whole, are well-managed, clean 
and as efficient as existing circumstances would appear to permit. How- 
ever, lacking adequate personnel, modern methods of admission and 
programs of prevention, it must be admitted Missouri does only a fair 
job of treating her mentally afflicted. Some of the needs such as adequate 
hospital staffs, will not be met readily; but given the proper tools the 
Missouri state hospitals, without radical changes either in equipment or 


policy, could acquire high rank among such institutions in the nation. 


3Acts Arkansas 1947, p. 122. 
4Acts Indiana 1947, Vol. I, p. 215. 
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